A mixed methods inquiry into the clinical utility of an expressive projective assessment with

individuals experiencing early psychosis

Hiba Zafran
School of Physical and Occupational Therapy
McGill University, Montreal
3654 Promenade Sir William Osler Montreal, QC H3G 1Y5

October, 2015

A thesis submitted to McGill University in partial fulfillment of the requirements of the degree of
Doctor of Philosophy
October 31, 2015

© Hiba Zafran, 2015



Dedication
“Consider the con-see.quences” ~ My father
Meaning of ‘consequence’ is attested from the late 15th century, as a
“story that follows and continues after another”
(www.etymonline.com)
To my family ~ Salah, Monique & Sari Zafran, for being my ground

From my heart to Batta and MinipSk ~ in the subjunctive mode

And to the individuals who permitted me to be and do with them as they experienced slippages of

personhood; we grew together



Acknowledgements

“Whatever I understand, I come to understand through the mediation of another”
(Davey, 2006, p.9)

I would like to name the invaluable dialogue and learning that I have shared with my
supervisory committee: I profoundly thank Dr. Beverlea Tallant, the content expert, for always
opening doors, for setting my feet and interest on this path so many years ago, and for being my
teacher in both academia as well as in life. I would not be here without her. I am grateful to my thesis
supervisor, Dr. Isabelle Gelinas, for what she has repeatedly called our ‘collaborative learning model’,
her consistent and reliable presence and encouragement over the years, and her trust in my way of
doing. Dr. Barbara Mazer has been a grounding and calm presence, and I have appreciated her
statistical expertise, her moments of excitement during the project, as well as her subtle mentoring
during our conversations. Finally, I wouldn’t have managed as well or as patiently without Dr. Steven
Jordan, who supported the qualitative aspects of this project, and even more, helped me to name and
navigate the ethics and politics of conducting a different kind of study within the Faculty of
Medicine.

I would like to acknowledge the following individuals: Ronna Schwartz, occupational
therapist and friend, for pointing out the thesis topic that was obviously most meaningful to me. Dr.
Howard Margolese, the psychiatrist who encouraged the vulnerable youth in his care to participate in
this study. Data collection would not have occurred without his trust in my intentions and abilities.
And, the late Ms. Madeleine Shaw, former director of occupational therapy services at the McGill
University Health Centre; she was extremely generous in her support of my insistence to continue to
juggle clinical and research selves.

Very importantly, my heart owes Dr. Melissa Park, mentor and guide since she came to
McGill University, an immense intellectual and emotional debt. Cultivating a lived practice of
hermeneutics would have been incredibly lonely without her. I thank Dr. Sara Saunders for the levity
that our conversations brought to the immensity of being the first doctoral students at our school to
learn and apply phenomenology. A debt also to Elin Weinstein, for texting me every morning while 1
wrote, reminding me that the centre of the universe lies elsewhere. I recognize Philippe Toutoungi,
who read every manuscript, who learnt about philosophical hermeneutics just for me, and whose
concise one-liners were always the pertinent heart of the matter. Thank you to Sari Zafran, for
editing the video data, and always being proud of his “ph’dding” big sister.

I will always owe all the gratitude in the world to my parents. My father for teaching me to
always read the dissident voice, to look at the opposing view, and to consider multiple perspectives
before making up my mind; and my mother, for providing me with the life-long embodied metaphor

to ‘color outside the lines’ that others have drawn.

iii



This study was funded by a Canadian Occupational Therapy Foundation doctoral grant, and
graduate awards from the School of Physical and Occupational Therapy and the Faculty of Medicine
at McGill University.

iv



Table of Contents

Abstract
Résumé
Preface
Statement of originality
Contribution of Authors
Abbreviations
List of Tables
List of Figures
Preamble
1. Chapter One: On Entering
1.1. Psykhosis
1.2. A decade of clinical care
1.3. Naming the process of entering: In between me, you, and It
1.4. Entering this thesis
1.5. A note on the philosophical orientation and tone of this thesis
2. Chapter Two: Reviewing the interrelated Literature, constructing a rationale
2.1. The shifting landscape of mental health in Quebec
2.2. Early intervention in psychosis: Recovery in action
2.2.1. Detecting “Ultra high risk” youth
2.2.2. Subjectivity and psychosis
2.3. Linking policy and science to evaluation: The gap
2.4. The contribution of occupational therapy
2.4.1. Brief orientation to projective assessments

2.4.2. The Azima Battery in occupational therapy

2.4.3. The potential of the Azima Battery in detecting eatly psychosis:

Evidence and experience
2.4.4. The projective evaluation case formulation in mental health
3. Chapter Three: Research aims and objectives
4. Chapter Four: Scaffolding the research process
4.1. Hermeneutic mixed methods
4.2. Overview of study design
4.2.1. Critical history

ix

xi

xiii
Xiv
XV

xvi

xvil

g4 o A~ A

10
10
11
13
14
15
15
16

17
18
21

22
23
24



4.2.2. Interpreting the case formulation and projective performance
4.2.3. Diagnostic accuracy of case formulations

4.2.4. Patterns of projective activity performance

4.2.5. Hermeneutics

5. Manuscript 1: “I# wonld be a shame to lose them” — A critical historical, scoping and expert

review on the use of projective assessments in occupational therapy. Part 1.

5.1. Abstract
5.2. Introduction
5.3. Section 1. Projective assessments in occupational therapy
5.3.1. A brief introduction to projective techniques
5.3.2. The emergence of projective assessments in occupational therapy:
A multiplicity of reasons

5.3.3. Contemporary practice

25
28
29
30

33

34

35

37
39

5.4. Section II. Published evidence for projective assessments in occupational therapy

5.4.1. Search question

5.4.2. Search strategy

5.4.3. Scoping review findings: Summary and critical appraisal
5.5. Discussion: Reviewing the literature through a broader lens
5.6. Concluding on the evidence to date

6. Manuscript 2: “I# would be a shame to lose them” — A critical historical, scoping and expert

review on the use of projective assessments in occupational therapy. Part II.

6.1. Abstract

6.2. Introduction

6.3. Section III. Expert opinions
6.3.1. Aim
6.3.2. Sample
6.3.3. Data collection
6.3.4. Data analysis

6.4. Findings
6.4.1. Participants
6.4.2. Why use projective assessments in occupational therapy?
6.4.3. How has your use of projective assessments evolved over time?
0.4.4. With which clients would you use a projective assessment?
6.4.5. How do you interpret the media and session?

6.4.6. What kind of educational preparation would you recommend

40
40
41
43
46

50
51

52
52
52
53

53
54
55
57
58

vi



for clinicians?
6.4.7. Why continue using occupational therapy projective assessments?
6.5. Discussion: Concluding reflections on expert clinical reasoning
0.6. Section IV. Future applications and challenges for occupational therapy
projective assessments
6.6.1. Clinical considerations
6.6.2. A conceptual orientation for developing clinical competence
0.6.3. Research avenues
0.7. Conclusion: Ways of telling, ways of knowing
6.8. Acknowledgements
Linking statement
7. Manuscript 3: Detecting incipient schizophrenia: Validation of the Azima Battery
in first episode psychosis
7.1. Abstract
7.2. Introduction
7.3. Methods
7.3.1. Setting
7.3.2. Sample
7.3.3. Measures
7.3.4. Procedures
7.3.5. Data analysis
7.4. Results
7.5. Discussion
7.6. Implications for practice
7.7. Key messages
Linking statement
8. Manuscript 4: The phenomenology of early psychosis elicited in an occupational therapy
expressive evaluation
8.1. Abstract
8.2. Introduction
8.3. Methodology
8.3.1. Sampling
8.3.2. Occupational therapy expressive evaluation process
8.3.3. Data collection

8.3.4. Data analysis

60

63

65
70
71
75
76
80

81
82

84
84
84
86
86
88
90
92
93
99

100
101
102
103
103
104
104

vii



8.4. Findings 105

8.4.1. Tenuous intentional arc 106

8.4.2. Frozen temporality 107

8.4.3. Disconnectedness: “I'’ve always been different” 109

8.4.4. Where constellations of meaning lie: Clay as acted narrative 110

8.5. Discussion 112
8.6. Acknowledgements 116
9. Chapter Nine: Integrative synthesis and implications 118
9.1. Summary of dissertation 118
9.2. Who seeks help for early psychosis? 121
9.3. Epistemology of evaluation 122
9.4. Ontology of psychosis, or, what is psychosis? 124

9.5. Mode of evaluation: A classical occupational therapy approach to
activity analysis 125

9.6. Occupational therapy clinical reasoning and the speculative nature of

activity performance 127

9.7. Critique of the research project: Limitations 129

9.8. Future research 131

9.9. Concluding statement: Strengths and contributions 132

10. References 134

11. Appendices

Appendix 1: Psychiatrist invitation to participate in recruitment 160
Appendix 2: Psychiatrist’s agreement to participate 161
Appendix 3: Project summary and criteria for recruitment 162
Appendix 4: Consent for communication 164
Appendix 5: Medical chart data extraction form 165

viil



Abstract

Background: Early intervention aims to detect youth at risk of developing psychosis, which
is a core feature of schizophrenia. Detection using genetic and behavioral indicators remains
inaccurate, whereas research concludes that subjective, experience-based approaches to detection via
phenomenological interviewing are more successful in identifying incipient schizophrenia. However,
the ability of youth beginning to experience mental illness to verbally articulate their experience may
be challenged by the illness process, the stigma of becoming a psychiatric patient, or for other
reasons. Expressive projective assessments use arts-based approaches to create therapeutic rapport,
creatively elicit narratives of experience, and facilitate observations of expressive doing. This leads to
an understanding of an individual’s experience for more accurate case formulation. The Azima
Battery is an occupational therapy projective assessment that was designed for use with individuals
experiencing psychosis in order to facilitate both modes of communication and diagnosis. The Azima
Battery has a standard setup and involves the creation of five objects in three media (pencil drawings,
clay, finger paint) followed by open-ended, phenomenological interviewing.

Aim: The aim of this project was to validate and explore the clinical reasoning and utility of
the Azima Battery as an activity-based approach to evaluation in early psychosis, in order to better
detect incipient schizophrenia and understand the experiences of help-secking youth aged 15-35. The
specific objectives were to: (1) critically review the historical development and interpretive traditions
of projective assessments in occupational therapy, (2) review the current scientific and expert
evidence for their clinical use, (3) examine the predictive validity of the Azima Battery when used to
detect incipient schizophrenia in youth admitted to psychiatric services, and (4) explore and illustrate
the use of a hermeneutic phenomenological approach in interpreting the Azima Battery evaluation
session.

Methodology: A hermeneutic mixed methods study design was used. To situate the
interpretive traditions that underpin the Azima Battery, critical historical and scoping reviews of
projective assessments in occupational therapy were conducted, as well as narrative interviews with
nine experts about this domain of practice. In terms of validation, retrospective data collection of the
medical charts of individuals followed in an early psychosis service between 1997-2011, and having
been evaluated with the Azima Battery upon entry to the program, was obtained (N=62). The
predictive validity of the Azima Battery case formulation was calculated with respect to long-term
diagnosis, and compared to the diagnostic accuracy of the initial psychiatrist’s evaluation. In parallel,
participant-observation data was collected of Azima Battery evaluation sessions that were conducted
in real clinical time with nine help-seeking youth followed by early psychosis services. These were
analyzed in two ways: (1) the elements of projective activity performance revealed through

descriptive phenomenological analysis (n=9) were nominally quantified and used to code the
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productions of the whole sample (N=062). Statistics to explore patterns of performance distinctive of
a long-term diagnosis of schizophrenia were applied. (2) Hermeneutic phenomenology was used to
interpret and understand the experiences of the nine participants, as well as the structure and
unfolding of the evaluation session as a whole. Ongoing reflexive analysis of the multiple research
methods and findings was achieved through the use of research diaries and dialogue with a reflection
team.

Findings: The critical historical and expert perspectives helped delineate clinical guidelines
for use, and revealed the epistemological tensions between the diagnostic and therapeutic aims of
expressive evaluations, implying a need to articulate a clinical reasoning language to bridge the divide
between these two clinical purposes. With respect to the mental health case formulation, this study
demonstrated that the Azima Battery has greater predictive validity than the psychiatrist’s initial
impression (88.7% vs. 41.9%) in detecting incipient schizophrenia. Combinations of elements of
performance distinctive of individual’s with incipient schizophrenia lie in difficulties in the structure
of their productions. In terms of the hermeneutic phenomenological analysis, a deeper existential
understanding is offered of the participants’ frozen experience of temporality, tenuous intentional arc
and connection to a shared world, and sense of always having been different and liminal. The
potential of the clay task to be interpreted as an ‘acted narrative’ revealed a visual and enacted
metaphor of how the participants (n=9) orient to and engage with what they desire most.

Implications: Ongoing hermeneutic analysis of the overall research process raises caution
about treating immigration or abuse as static-in-the-past risk factors as opposed to enfolded into the
present experience and presentation. Further, this study raises questions about the epistemology and
mode of evaluation in early psychosis services, as well as the ontology of psychosis. Implications for
occupational therapy clinical reasoning are discussed. The clinical utility and validity of the Azima
Battery is demonstrated and proposed as a recovery-oriented evaluation process for help-secking

youth.



Résumé

Contexte: L'intervention précoce a pour objectif de dépister les jeunes a risque de
développer la psychose, qui est un symptome clé dans le diagnostique de la schizophrénie. Les modes
de dépistages basées sur des indices génétiques et comportementales demeure inexactes. La recherche
démontre qu'une épistémologie intersubjective et phénoménologique dans les entrevues diagnostique
est plus précise pour identifier la schizophrénie naissante. Toutefois, la capacité d’un/e jeune de
s’exprimée verbalement quand il/elle est au début d’une maladie mentale peut étre compromis par la
maladie elle-méme, la stigmatisation associée a processus de devenir un patient psychiatrique, ou
pour d’autre raisons. Les évaluations expressives projectives utilisent des approches centrées sur I'art
pour créer un rapport de confiance, promouvoir le partage d’un récit du vécu de la personne, et offrir
lopportunité d’observer la performance en activité. Ceci facilite une compréhension profonde de
Iexpérience de la personne, ainsi qu’une formulation de cas plus exacte des troubles mentaux
d’adolescents et jeunes adultes. La Azima Battery est une évaluation expressive développer en
ergothérapie spécifiquement pour activer la communication et faciliter le diagnostique d’individus
avec des symptémes de psychose. La Azima Battery requiert la création de cing objets en trois
medium d’art (dessins, argile, peinture tactile). Ceux-ci sont offerts avec une installation et
instructions d’ouverture de séance standardisée. L.’évaluation proceéde ensuite par une entrevue
phénoménologique exploratoire.

Objectif: Le but de ce projet était de valider et explorer le raisonnement clinique et Putilité
de la Azima Battery avec une clientéle suivie tot dans le processus de la psychose, pour mieux
détecter la schizophrénie naissante et comprendre le vécu de jeunes agées de 15-35 ans en recherche
d’aide. Les objectifs spécifiques était: (1) Compléter une revue critique de I’histoire du
développement des évaluations projectives en ergothérapie, et clarifier les théories d’interprétation
sur lesquelles elles sont basées, (2) Synthétiser les données scientifiques et les opinions experts pour
leur utilisation clinique, (3) examiner la validité de la Azima Battery pour dépister la schizophrénie
naissante avec une population admise aux services d’intervention précoce en psychose, et (4) explorer
et illustrer une approche herméneutique phénoménologique dans I'analyse des séances d’évaluations
avec la Azima Battery.

Méthodologie: Une étude a méthodes mixte, d’orientation herméneutique, a était congu.
Pour contextualisée les cadres d’interprétations sous-jacentes dans I'analyse de la Azima Battery, une
revue critique de ’histoire et des données scientifiques a était entreprise pour les évaluations
expressives projectives en ergothérapie. Ceci était accompagné par des entrevues avec neuf experts
dans ce domaine clinique. En terme de validation, une collecte de donnée rétroactive a pris place
dans les dossiers médicaux d’individus suivi entre 1997-2011 dans un programme d’intervention

précoce pour la psychose, et qui ont aussi compléter une évaluation avec la Azima Battery avec une
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ergothérapeute. (N=62). The validité de la formulation de cas par la Azima Battery a était calculer
vis-a-vis le diagnostique a long-terme, et comparer a ’exactitude du premier diagnostique posé par le
psychiatre répondant. En parallele, des enregistrements audio-visuelles de séances cliniques
d’évaluations avec la Azima Battery ont était complété avec neuf personnes suivi pour la psychose
précoce. Ces enregistrements était analyser de deux fagons: (1) les éléments de performance en
activités projectives révéler par 'analyse phénoménologique descriptif (n=9) était quantifier et coder
pour les créations de I’échantillon au complet (N=62). Des statistiques était appliquer pour explorer
des motifs de performance qui sont distinctif pour un diagnostique de schizophrénie a long-terme.
(2) Une analyse herméneutique phénoménologique a était utilisée pour interpréter et comprendre
I’expérience des neuf participants, ainsi que la structure et le processus de la séance d’évaluation au
complet. Une attention réflexive a était maintenue durant le projet de recherche a travers les
méthodes multiples par le biais d’un journal de bord, et le dialogue avec une équipe de réflexion.
Résultats: La synthése critique de ’historique des évaluations projectives en ergothérapie, et
les perspectives des experts dans ce domaine de pratique a aider a proposer des lignes directrices
pour l'utilisation clinique. Cette analyse a aussi révélé les tensions épistémologiques entre poser un
diagnostique et une évaluation thérapeutique, nécessitant ’articulation d’un langage de raisonnement
clinique qui peut marier ces deux objectifs cliniques. En terme de formulation de cas, cette étude
démontre que la Azima Battery et plus exacte que le diagnostique initiale d’un psychiatre pour
détecter la schizophrénie naissante (88.7% vs. 41.9%). Des motifs relier a la structure des créations
sont révéler comme étant distinctif pour un diagnostique future de schizophrénie. En terme de
P'analyse herméneutique, une compréhension profonde est offerte du vécu des participants. Ils ont
une expérience d’une existence figée, un contacte vacillant avec le monde autour d’eux, et le
sentiment d’avoir toujours était different et déconnecter, sur les marges. Le potentielle de la tache en
argile d’étre interprété comme un ‘récit gestuelle’ ou dramatique a révéle une métaphore dynamique
de comment les participants (n=9) s’oriente envers, et s’engage avec, ce qui signifie le plus pour eux.
Implications: 1 analyse herméneutique globale de ce processus de recherche relevé des mots
de caution a propos de comment 'immigration ou I’abus sont conceptualiser dans le contexte de
Pexpérience de la psychose. Ceci ne sont pas des facteurs a risque dans le passée, mais plutot des
aspects de vécu qui continue a interagir dans la présentation et 'expérience de la personne. De plus,
cette étude met en question I’épistémologie et le mode d’évaluation dans les services d’intervention
précoce, ainsi que la conceptualisation de la psychose elle-méme. Les implications pour le
raisonnement clinique en ergothérapie sont discutées. L’utilité et la validité de la Azima Battery est
démontré, et proposer comme une évaluation en ligne avec une politique de rétablissement pour les

jeunes en recherche d’aide pour les troubles mentaux.
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Preamble

“...story around the arrival of the topic” (Moules, Field, McCaffery, & Laing, 2014, p. 8)

“The beliefs and behaviors of the researcher are part of the empirical evidence for (or
against) the claims advanced in the results of the research. This evidence too must be
open to critical scrutiny no less than what is traditionally defined as relevant evidence.”
(Harding, 1987, p. 9)

May 2007

I was a teenager when we first went to Beirut. Chaos, military, loud voices off the plane, pushing,
bustling, undisguised hum of fear and expectancy: Crowds coming home. I’'m shoulder-to-shoulder with my
younger brother. Both of us eyes wide open. Moving sluggishly in the crowd.

The people look decorated. High frequency excitement. Post-war (not quite though). A despaired
performance of belonging to counter-act the guilt of leaving and thriving, of having chosen not to stay.

We look to our parents for cues. Dad is joyous. We’ve never seen him like this before. He inhabits
his skin, his space, his country. He has no fear. He is home. He is playful, birth language bubbling
unrestrained out of him. I don’t know this man but I already love him more than the Dad who works 12-hour
shifts for us in a desert not our own.

Maman is tiny. She always has been. Blonde hair below my shoulder-level. She’s ambivalent. Her eyes
dart from finding the man she married years ago, to us, lost and unsure. Her banter is edged with...? She’s
jittery around all the different kinds of guards. She is trying to center the family and it’s hard. The military is
aggressively playful. Provocative. Wielding power. Some welcome the crowd home, making sure they
understand who is in charge now. Others are unashamedly resentful. They scare me. I stay close to my
brother.

I forget who picked us up out of the chaotic confusion of the airport’s exit.

I can’t look around, I’'m so jolted by the lack of lanes, cars driving on pavements, up one-way streets,
mopeds in between, cars honking incessantly, crude insults shattering my father’s conversation, military
checkpoints every few minutes, car swerving, dust, brother sunk in the middle seat. Maman looks out of the
window. Her face is set in a mask of stone. Teeth clenched grimly, eyes melting. I look out, I turn by my
window, to see what she sees.

Even now, the words don’t come. I think lightening split me, I think I dissociated. I can’t find that
feeling but I remember the images. Everything was broken and crumbling. Everything. Bullet-ridden walls.
Fallen-over statues, leaking fountains, shattered pavements, torn walls. The sky was a blue-blue, soft clouds
tearing at the opacity of it. This is where we are from?

It’s hot. My panic begins to well and I start to feel nauseous as the car continues its unrhythmic

motion. My pants stick to my legs. My breathing gets shallower. I keep looking, my hands restless in my lap.



The walls were all a sun-kissed yellow, mustard yellow, aged-white yellow; pockmarked with bullets,
jagged black holes, ripped facades, no frontage the insides exposed unwillingly; walls with forged metal
balconies clinging to the contours waiting to jump away.

I feel the world slide inside me

There is no ground. It is literally broken

There will never be a ground again

I forget to breathe. I feel wet all over

There is no sound in this memory

People are everywhere. Rummaging, talking, pushing. Carts in the street. Mattresses in building holes.
Muslim coverings and not. Beautiful plants tended in the ruins. Laundry undulating in the dust. We arrive.

We arrive to my dad’s cousin’s house. Small and clean. We eat on a roof top garden made of salvaged
bricks, barrels, buckets and tarp. We sit on crates and stools and a homemade hammock. I am only conscious
of my father’s joy and emotion. No one else. And my anguish, rising, at the loss he has chosen in order to
keep us safe.

We are driven to my grandmother’s house, where my father was born. I remember fruits, ripe and
fresh, sold on the pavement. It is a torn house, bullet paths and ricochets on the inner walls but the outer
walls are standing. I £now this place. He’s never talked about it before but I remember the ladder, and two
bedrooms for parents and four kids. I even know where to point to where my father slept. How do I know
this? The world is shattering, like sliding glass, it feels as if it’s cutting me.

I find out many years later that it wasn’t zy first time; that Dad had taken me there when I was three
during a cease-fire. Just the two of us. My parents look for the photographs that were hidden before leaving.
They’re all gone. I’ve only ever seen a handful of black and white photographs of my parents’ childhood.

Sound comes back

I don’t remember getting on the plane to Beirut, or the days before that. I don’t remember how we
got to the hotel. But I remember, I fee/, the crumbling as we enter our sane-sanitized hotel rooms overlooking
living destruction and I remember the sobbing starting, but not ending.

Maman baleful at my Dad

My Dad stoic yet lost

My brother small, more scared of my crying than of Beirut.

Later that night (or another night much later?) overhearing my parents talking. Maman is worried
about me. Very worried. She talks about seeing a psychiatrist or a therapist. My Dad refuses. I sense through
the walls the feeling of “I'his is her story, her people”.

I was mute for three days

I remember the silence and the wet

Eyes open, tired, sleepless



The insomnia and waves of mood were there before, and stayed for a long time after.

Much later, back in the country we were living in, I am taken to see a specialist of some kind, to
whom I tell very little. I don’t have the words. He suggests ‘activity’, that I find something I can get wrapped
up into. I ask for paints. Night arrives, and sleep doesn’t. This time, I get up and unpack my new paints. And
begin to paint on my bedroom wall. I paint for hours through the night. An underwater scene replete with
orca, starfish, dolphins, seahorses, coral reefs. A calm descends with each stroke as I cover the wall I can see
from my bed with a softer world.

In exploring what it is to conduct research as a participant-observer, Behar says, “vulnerability doesn’t
mean that anything personal goes. ... a personal voice, if creatively used, can lead the reader, not into
miniature bubbles of navel-gazing, but into the enormous sea of serious social issues” (1996, p. 14). I have
learnt that it takes practice to shift the focus from manifest content to the latent meaning of the experiential
unfolding, to what lies beneath the actions and behaviors, that silent or inarticulate immigrant teenagers carty
worlds and worlds within them well beyond categories or reductive explanations. I did graduate in Marine
Biology, exploring an underwater world with no walls to fragment. Yet, I somehow arrived here, in a
profession that believes in the value of ‘meaningful doing’, offering clay and paint to immigrant youth as the

ground of their self and world slips and tears.

“At the core we are all the same, there 1s no us and them”
(Mental Health Commission of Canada, 2009, p. 9)



Chapter One: On Entering

“To give a thing a name, a label, a handle; to rescue it from
anonymity, to pluck it out of the Place of Nameless, in short, to
identify it - well, that’s a way of bringing the said thing into being.”
(Rushdie, 1990, p. 63)

1.1 Psykhosis

The idea of ‘psychosis’ engenders all forms of evocative images and reactions in everyday culture that
speak of a state of fragmentation and disconnect from self and others. The term ‘psychosis’ derives from the
Greek and refers to an abnormal derangement of the mind. Yet, this is an inversion or play on the original
meaning of the term psykbosis pertaining to that which animates, the soul or principle of life (Harper, 2001-
2014). Thus, the historical cluster of meanings that surround the term and diagnosis of psychosis are
grammatically and figuratively located in our horizons of personhood, and what vitally moves us.

The current medical-diagnostic criteria for being in a psychotic state involve the loss of contact with
reality, either through distorted sensory experiences such as hallucinations, clusters of delusional beliefs and
behaviors not grounded in a shared cultural world, or through the loss of this vital animation, labeled negative
symptoms (American Psychiatric Association, 2013). Negative because aspects such as motivation or
pleasure are missing from the individual’s experience. There are many reasons why someone might develop a
psychosis. They include the onset of a major psychiatric disorder such as schizophrenia or bipolar illnesses, to
having a fragile personality structure such as bordetline personality disorder, a drug-induced state of
psychosis, a neurological condition such as temporal lobe epilepsy, and/or as a consequence of extreme
traumatic experiences. The potential triggers for a psychotic episode and eventual diagnosis are only clarified
over time (Rahm & Cullberg, 2007). Regardless of the potential causes, in seeking to create and implement
recovery-oriented mental health policies, the World Health Organization conceptualizes psychosis as an
existential “crisis of being that value and meaning can be derived from” (O'Hagan, 2009; cited in World

Health Organisation, 2010, p. 2).

1.2. A decade of clinical care

Early intervention in psychosis aims to detect and intervene to diminish the length and effects of
psychosis, in particular for those with a potential of a first episode of schizophrenia. Since the 1980’s the
notion of schizophrenia as a precocious deteriorating disease of the brain (Kraepelin, 1962) was replaced by
the medical concept of an episodic chronic illness which can be managed and treated if caught early (Yung et
al., 1990), similar to cancer or cardiac conditions. Yet the recent global movement to rethink and treat
individuals with psychosis and schizophrenia continues to challenge clinician’s understandings of what
psychosis actually is, how psychosis is lived, and, therefore, what is best in the provision of everyday clinical
care for youth (Tranulis, Zafran, Whitley, & Park, 2011).

As an occupational therapist working for 10 years in the first Montreal center for early intervention

in psychosis trying to therapeutically engage with help-seeking youth, I have certainly encountered what



Davey describes as “individual experiences of finitude in which the real limits of human understanding are
encountered” (2006, p. 7). By this I mean that the theories and approaches which I had learnt and which my
colleagues in psychiatry had socialized me into were inadequate to describe what I was experiencing in both
my successful and failed occupational therapy informed attempts. There was something happening in the
space befween my clients, myself, and the therapeutic evaluative activities in which we engaged that remained
unaccounted for, invisible, and for which I initially had no words. More importantly, the adolescents and
young adults I was working with had few words to share what was happening to them in their initial contact
with the early intervention services.

Our ways of knowing our patients are predicated upon the ways in which we ‘allow’ them to tell of
themselves, and the ways and lenses with which we listen within health care encounters. The onset of mental
illness can engender identity and communication difficulties that make it difficult to connect and understand
one another across experiential worlds (Kirmayer, 2007). Yet, this connection is necessary in order to co-
create a shared understanding and to offer meaningful and successful health care encounters and therapies. It
is sobering to note that the etymological root of the term ‘encountet’ is that of a confrontation, a meeting of
adversaries (Harper, 2001-2014). This is pragmatically addressed by early intervention guidelines stating that
the choice of evaluation tools and approaches needs to meet the objectives of facilitating understanding of
the client within their own language and culture. Further, to foster therapist-client connection and
collaboration, and to focus on case formulation that leads to the development of a strengths-based and
meaning-oriented intervention plan (Ehmann, Hanson, Yager, Dalzell, & Gilbert, 2010). This doctoral thesis
examines an occupational therapy assessment tool — the Azima Battery- as an approach that fulfills these
guidelines when used as an initial evaluation with youth seeking help within early psychosis intervention

services.

1.3. Naming the process of entering: In between me, you, and It

Health care encounters occur both between people and concrete activities — be they evaluative
activities or intervention intended ones. While this conceptualization is at the core of occupational therapy, it
is much less visible in psychiatry, a primarily verbal field. In other domains of medicine the activity is an
obvious part of the connecting or alienating process (invasive testing, physical treatments). Approaches in
psychiatry are primarily conceptualized as a relationship between two individuals, with some interest in
problematizing the potential “it” hanging between the two of them. The ubiquitous term ‘it’ is “used to
represent an inanimate thing... in statements expressing an action, condition, fact, circumstance, or situation
withont reference to an agen?” (Merriam-Webster, 1997, pp. 365, emphasis added). Yet, during the process of
evaluating for mental health case formulation, ‘it’ is the clinician’s assumptions about the nature of psychosis
(Larsen, 2007a) and the intentions of clinicians to act as moral agents for care (Mattingly, 1998b). “It” could
also be the experiences of patients negotiating or resisting their uptake of personhood in psychiatry (Barrett,

1996; Williams, 2008). In addition, “it” could be the cultural differences between clients and health care



providers (Mattingly, 2008). Finally, hanging between a client and therapist is the process of mental illness
itself that can obscure communication and relating. In occupational therapy ‘it” also refers to a therapeutic
task or activity.

Of central significance is the close attention to these assumptions, intentions and interpretive lenses
that ‘hang’ in between therapists and clients, as mediated through the construction of language, and the
content and structuring of interviewing processes in health care encounters. "The language used and the
stories and meanings that are constructed have great significance as mediators of the recovery process. These
shared meanings cither support a sense of hope and possibility, or invite pessimism and chronicity”
(Shephard, Boardman, & Slade, 2008, p. 2). The ways of knowing and seeing by which clinicians predicate the
structure of what they ask and listen for profoundly molds clinical impressions, case formulations, and clinical
judgments. Ways of knowing in occupational therapy are occupationally based, whereby an activity is
purposely offered to facilitate the showing or expressing of one’s experience or ability, and by interpreting the
individual’s mode of being through observing the ‘doing’ of an activity.

The critical examination of a projective (using expressive media) evaluation tool from a multiplicity
of epistemologies, in comparison to traditional psychiatric diagnostic interviewing, illustrates and raises
questions about the impact of the ‘how’ of evaluation on the validity of case formulations. This has
implications for clinical diagnosis and decision-making. How does questioning and shifting our framing of the
evaluative ‘it’ change our ideas of what is ‘wrong’ with someone? What is the clinical validity and utility of
such an approach?

This doctoral thesis studies the naturalistic clinical validity and interpretive reasoning of an
occupational therapy projective evaluation tool (the Azima Battery) with help-seeking youth early in

the process of experiencing psychosis.

1.4. Entering this thesis

This dissertation includes both chapters and manuscripts, and is organized according to the structure
and requirements of a manuscript-based thesis, thus there may be some overlap and repetitions, with
introductory content and discussions throughout. It includes a literature review of the primary domains of
concern, details of the development of a mixed methods study design, four empirical manuscripts, linking
statements, and a final discussion as an overarching meta-synthesis, as well as appendices. Due to the nature
of the manuscript-based design as well as the mixed methods used, conclusions, implications, and
recommendations are made throughout the thesis. The chapters are organized to situate the reader in relation
to the inquiry, provide a justificatory rhetoric for the mixed methodology, and present the research findings in
an epistemologically coherent narrative.

In the following chapter (Chapter Two), the literature is reviewed in relation to the following: the
shifting values and foci of new mental health policy currently being implemented in Quebec and across

Canada; the scientific and clinical evidence for early detection in psychosis; the epistemological and policy-



driven gaps between empirical findings and clinical evaluation approaches; and the contribution of
occupational therapy clinical reasoning and expressive projective assessments. The rationale for this study is
built in more detail through this process, culminating with pilot data, and a brief Chapter Three outlining the
objectives of this research project. The intertwined phenomena investigated here are (1) the structure (or
form) of the psychotic experience as revealed through activity performance in a given set of projective media,
and (2) the projective evaluation session as a whole clinical phenomenon within which the meanings and
experience of psychosis are elicited, explored and understood, with help-secking youth.

Chapter Four provides an overview of the rationale and operationalization of a hermeneutic mixed
methods study design. Data collection involved the use of multiple strategies in relation to participants,
context, phenomena, and the researcher’s experience. Data was composed of historical publications,
interviewing nine experts in this domain of practice, participant-observation in conducting nine clinical
projective evaluation sessions, and reviews of the medical records (texts) of a total of 62 young adults
followed in an early psychosis intervention program. In addition, field notes and reflective journals were kept
prior to, and throughout the research and dissertation process. Data analysis was primarily qualitative with an
embedded quantitative component. For each aspect of the project, the most fitting qualitative approach was
used (from descriptive to interpretive phenomenology, and hermeneutics). “Integrative efficacy” is the
combination of all the results into a consistent, theoretically coherent meta-inference that is supported by
expert consensus and the literature to date (Teddlie & Tashakkori, 2009, p. 305). This was an iterative
hermeneutic process “whereby patterns in complex wholes are illuminated” by understanding the meaning of
the different parts of the study in relation to the whole, to each other, to history and context, and back again
(Alvesson & Skoldberg, 2009, p. 91). This over-arching reflexive process of interpretation also took into
account the situated nature of the researcher and the research project, and the epistemological “bumping”
(Zafran & Park, Submitted) and mixing that occurred within the project across methods, and in dialogue with
the supervisory committee members.

Chapters Five and Six are a two-part article entitled “It would be a shame to lose them. A critical
historical, scoping and expert review on the use of projective assessments in occupational therapy, Part I &I1”
published in the journal Occupational Therapy in Mental Health. These empirical manuscripts are composed of
four sections and provide a detailed history of the development of occupational therapy expressive projective
assessments in North America. The results of a scoping review of the current evidence-base for the clinical
use of these assessments are outlined in Part 1. This is followed by a narrative analysis of the practice-based
opinions of nine occupational therapy experts in the domain of projective assessments in Part II. Through
this comprehensive process, the historicity and clinical utility of projective assessments are traced, and
conceptual and methodological issues are articulated, in order to suggest clinical guidelines and future
research avenues.

Chapter Seven is a manuscript entitled “Detecting incipient schizophrenia: Validation of the Azima

Battery in First Episode Psychosis” prepared for submission to the Canadian Journal of Occupational Therapy.



This empirical manuscript outlines the embedded sequential-exploratory subsection of the research study
whereby descriptive phenomenological observations of activity performance occurring during the Azima
Battery session were “quantitized” (Sandelowski, Voils, & Knafl, 2009, p. 208) into nominal variables. These
variables were statistically analyzed for criterion validity of the Azima Battery case formulation at intake in
comparison to standard psychiatric diagnostic interviewing, and longitudinal diagnostic outcomes, in a sample
of 62 youth with early psychosis. The results outline the diagnostic accuracy of the clinical reasoning and
impression generated through the use of the Azima Battery, along with a descriptive profile of projective
activity performance elements distinctive of a later diagnosis of schizophrenia.

Chapter Eight is a manuscript entitled “The phenomenology of early psychosis elicited in an
occupational therapy expressive evaluation” prepared for submission to the journal of Transcultural Psychiatry.
This manuscript explores and illustrates an in-depth hermeneutic phenomenological analysis of the structure
and meaning of the psychotic experience for nine participants, as revealed during the clinical Azima Battery
evaluation session. The findings describe the tenuous intentional arc between the participants and the world
around them, and the experience of time being frozen. The participants’ narratives of having always
experienced being different are explored. The observations of activity performance that support these
interpretations are described, particularly the potential for the interpretive and expressive use of clay as a
visually dynamic metaphor of these participants’ modes of being-through-doing.

The thesis ends in a discussion chapter (Chapter Nine) that provides a hermeneutic integrative
synthesis of the project as a whole. In this final chapter epistemologies of evaluations in mental health are
revisited in light of the mixed methods findings, with implications for the conceptualization of the ontology
of psychosis. The speculative nature of activity performance and interpretive possibilities are discussed; and
the clinical implications of using the Azima Battery from a hermeneutic-interpretive framework are
summarized. The contributions to eatly intervention in psychosis, occupational therapy, and methodology are

reviewed. Finally, limitations and future research queries are outlined.

1.5. A note on the philosophical orientation and tone of this thesis

The judicious use of critically multiple epistemologies (Miller & Crabtree, 2005) that are each judged
by their own criteria for merit and integrated together rather than conducted side by side (Teddlie &
Tashakkori, 2009) rendered the writing of this thesis a challenge. Thus, the rhetorical tone of the chapters and
manuscripts shifts dependent on which part of the study is being presented, and to which intended audience.
The reflexive attunement to these shifts in tone and researcher states of being has been part of the research
process itself (Jackson, 2010).

Although this project is a mixed methods health measurement study for the validation of a specific
arts-based occupational therapy evaluation tool (the Azima Battery), the underlying philosophical
explorations, as well as empirical findings, refer to a broader set of moral and clinical implications. Both

health care professionals and patients “continue to struggle to present their experience in language that calls



for close listening and imaginative engagement” (Kirmayer, 2008b, p. 457). In many ways, this research
undertaking has involved the slippery ground of turning my own lived experience, as well as those of the
participants, into legitimate translatable knowledge. In choosing to scaffold a research process that makes
visible and examines an ontology of the in-between (Davey, 20006; Jackson, 1996) I have had to attend carefully to
the ways in which both the observed, the invisible, and the experienced-as-data are ‘taken’ rather than given
(Sandelowski et al., 2009), and rendered into both words and numbers. At times the use of poetic or literary
prose, or metaphorical language, is necessary to open avenues of meaning for both the researcher and the
reader (Davey, 2006; Kinsella, 2006b; Kirmayer, 2007; Leavy, 2009). In particular, over the past 25 years, the
words of Salman Rushdie have guided my articulation and understanding of immigration, identity and
psychosis generated from within and from without. I share these throughout the thesis.

I would like to leave this introduction with one of the metaphors which has guided my experience of
conducting and writing a mixed methods study (Bazeley & Kemp, 2011). Similar to turning to research at one
point in my clinical career for a shift of perspective and knowing, at one point in my training as a classical
pianist I turned to ragtime music. Ragtime is a form of dance music predicated on a ‘ragged’ rthythm whereby
the left hand plays bass notes accompanied by the right hand playing a syncopated melody. This results in
what has been termed a melodic denial, which is “the defining characteristic of ragtime music...a specific type
of syncopation in which melodic accents occur besween metrical beats. This results in a melody that seems to
be avoiding some metrical beats of the accompaniment” (Wikipedia, 2014, emphasis added). The resulting
effect is that the beat is accentuated, and the listener moves to the music.

In juggling between qualitative and quantitative methods (Bazeley, 2009), between phenomenological
and medical discourse (Hasselkus, 2011), and between my immigrant, clinician and researcher selves (Lawlor,
2003) the tune has certainly been syncopated. As in my early experiences of playing ragtime, the melody was
unclear and the learning frustrating. It may have been easier to default back to a classical mode. Yet, it is in
the syncopated rhythm that one begins to move, to hear something different, between and within the

epistemological tensions and contradictions of mixed methodology practices and findings.



Chapter Two: Reviewing the Interrelated Literature, Constructing a Rationale

In this chapter the relevant legal and health care history and context of early psychosis intervention is
outlined, followed by the evidence to date for detecting youth at risk of developing schizophrenia. Gaps and
challenges in current knowledge, epistemologies of diagnostic practice, and ethics are described, followed by
an argument for studying the clinical reasoning and clinical utility of an occupational therapy projective

assessment with youth accessing early psychosis intervention services.

2.1. The shifting landscape of mental health in Quebec

There are vast changes currently occurring in mental health practice across Canada and the world
(Wortld Health Organization, 2012), calling for a mental health practice that is recovery-oriented, accessible,
and empowering (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011). In this global and local context,
privilege is given to approaches that valorize the individual’s experience, culture, and voice. It further places
primacy on the quality of therapeutic relationships, the nature of engagement, and non-technological
approaches to foster these (Bracken et al., 2012). In Quebec, these values are holistic and focus on respecting
the individual’s way of being and their perspective, their way of engaging with the world around them, and
their human rights (Ministeére de la Santé et des Services Sociaux, 1989). The Mental Health Commission of
Canada has also outlined a strategy for mental health which involves shifting from a dominant biomedical
approach to one that acknowledges and dispels stigma to foster recovery, identity and personal meaning
(Kirby & Keon, 2006). This includes providing the best possible evidence in meeting the service needs of a
diverse population with an accent on health promotion (Mental Health Commission of Canada, 2012). In
Quebec, as in many other places, one focus has been placed on preventing and detecting mental illness in
youth.

The Plan d’Action en Santé Mentale (PASM) in Quebec names the complexity of diagnosing
adolescents and young adults due to ongoing developmental growth and change, therefore this provincial
policy highlights the necessity of prioritizing interdisciplinary evaluation approaches (Ministere de la Santé et
des Services Sociaux, 2005). This is in tandem with new mental health policies and ensuing legislature,
particularly Bill 21 in Quebec, whereby all mental health professionals are being called to aid in the screening
for suicide and diagnosis of mental health issues (Office of Professional Orders in Quebec, 2013). Thus, all
disciplines are called upon to appraise their evaluation tools in light of the evidence-base for these practice
philosophies and values (Kirby & Keon, 2006; Petrova, Dale, & Fulford, 2006) when providing mental health

services for youth.
2.2. Early intervention in psychosis: Recovery in action

In Canada, psychotic-spectrum disorders account for up to 67% of psychiatric hospitalizations, with

an average age of onset between 15-25 years of age (Health Canada, 2002). Psychotic-spectrum disorders are
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estimated to be the third most disabling condition worldwide in youth (World Health Organisation, 2001).
The experience of psychosis involves the loss of contact with the reality of one’s self, others, and the shared
world around us. It is a symptom common to persons with various major mental disorders, and is a core
diagnostic feature of persons with schizophrenia-spectrum disorders (American Psychiatric Association,
2013).

The focus on health promotion and recovery in youth mental health is exemplified by the global early
intervention for psychosis movement (McGorry, 1992). Clinical efforts to identify youth at risk for psychosis
have been a mainstay of psychiatry for the past century, with pioneers such as Sullivan (1927) and Arieti
(1958/1974) publishing case descriptions of youth in the process of developing psychosis. Beginning in
Australia 35 years ago, the mission of formalized early psychosis intervention is to detect psychosis eatly on,
in order to prevent and attenuate the devastating effects of psychotic-spectrum disorders in youth, particularly
schizophrenia. This is known as ‘secondary prevention’ whereby medical and psychosocial sequelae of
psychotic illnesses, such as unemployment and loss of social networks, are targeted and minimized to
improve recovery and long-term outcomes (Jackson & Birchwood, 1996). Currently this is done with the
intention of respecting recovery principles through community outreach, family-centered care, and the
provision of services in naturalized environments (Bertolote & McGorry, 2005). This integrative orientation

to intervention is not necessarily incorporated into diagnostic practices.

2.2.1 Detecting “Ultra high risk” youth

In the 1980’s, signs for incipient schizophrenia were developed in Australia based on the third
Diagnostic and Statistical Manual (DSM-11I) (American Psychiatric Association, 1984). This version of the
DSM shifted from a psychodynamic perspective of mental illness to focus on developing ‘atheoretical’
diagnostic criteria with psychometric validity. Although intended for use as a research manual, the DSM-I11
and subsequent versions are the standard clinical approach to diagnosis in the United Kingdom, Australia and
North America. Early versions of checklists of presumed ‘at risk” signs were initially deduced from the full-
blown symptoms of schizophrenia, or in situations of relapse in already diagnosed youth, as described in the
DSM-III. Thus, examples of symptoms of the schizophrenia prodrome in adolescents include mild auditory
disturbances such as hearing white noise or occasional, indiscernible whispers; magical (or superstitious)
thinking well past the normal developmental age of 10-11 years; increasing social anxiety due to
suspiciousness about the intentions of friends and family; cognitive disturbances such as reduced
concentration; and mood changes such as decreased motivation and increased sadness, anxiety or irritability
(Yung & McGorry, 1996). Unfortunately, on their own, these early checklists did not yield satisfactory
detection; rather, when used in a community survey of Australian high school students to determine the
prevalence of these symptoms in the general population of adolescents, they found that half the sample
(49.2%, N=2525) had two or more symptoms and hence met the criteria for the revised DSM-111 prodromal

schizophrenia (McGorry et al., 1995). The authors concluded that the DSM-III-R criteria were not specific to
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early schizophrenia in a general community sample. In addition, in a clinical sample of individuals with both
affective and non-affective psychosis, these criteria did not demonstrate discriminatory validity (Jackson,
McGorry, & Dudgeon, 1995). This led to the search for more accurate ways to detect the early stages of
schizophrenia.

Further research and conceptual development led to the notion of ‘ultra high risk’ (UHR) youth, with
outreach and evaluation strategies that could ‘close-in” more accurately on distressed youth actually seeking
help, and at potential risk of developing a full-blown psychotic disorder (McGorry, Yung, & Phillips, 2003).
At present, this close-in model relies on a biomedical orientation to mental illness and includes some of the
original ‘Melbourne criteria’ (Parker & Lewis, 2000) described above. The UHR criteria require the presence
of behavioral and genetic risk factors such as having first or second degree relatives with a psychotic-
spectrum diagnosis, in conjunction with a decline in psychosocial functioning, or the presence of brief,
limited or intermittent actual psychotic symptoms known as BLIPS (Nelson, Yuen, & Yung, 2011). Following
decades of research, the original Melbourne criteria have been refined into scales that include identified risk
factors, such as the Comprehensive Assessment of At-Risk Mental States (Yung et al., 2005), and Psychosis-
Proneness Scales (Horan, Reise, Subotnik, Ventura, & Nuechterlein, 2008). This ‘closing-in’ approach to
detection in research-oriented community clinics predicts 35-54% (McGorry et al., 2003) — or more
conservatively, 15-40% (Parker & Lewis, 2000) of confirmed transition to psychotic-spectrum disorders
within a year of identification.

There are ethical and scientific dilemmas with these statistics and the misidentification of youth at
risk of psychosis. Psychosocial interventions during stressful times in adolescent development and the
transition into young adulthood have demonstrated positive outcomes for youth deemed at risk of developing
psychosis (Addington, Francey, & Morrison, 2006). However, the label of being ‘at-risk” has profound
implications for identity development during adolescence, particularly in terms of self-stigma about losing
one’s mind (Yang, Wonpat-Borja, Opler, & Corcoran, 2010). Further, there are iatrogenic issues in using
psychiatric medications in a preventive manner, such as cardio-metabolic risks and weight gain side effects of
antipsychotic medications (Correll et al., 2009). There are also questions about the clinical utility and
naturalistic validity of these types of research-driven objective scales (Yung et al., 2012). In spite of decades of
research, these ethical issues need to be prioritized over psychometric considerations in assessment
approaches to detection. In fact, an attenuated psychosis syndrome (APS) was proposed — and eventually
rejected - as a formal medical category for inclusion in the 2013 fifth edition of the Diagnostic and Statistical
Manual of Mental Disorders (Maxmen, 2012; Nelson & Yung, 2011).

Historically, approaches to understanding the onset of schizophrenia were based on the use of
phenomenological interviews that focused on the individual’s way of being in, and relating to, the world
(Chapman, 1966; Chapman & Chapman, 1987). Contemporary phenomenological studies have demonstrated
that subjective, experientially-based signs, such as the self-reported loss of the sense of agency over one’s

thoughts, or the feeling that the environment is not quite real; have a much higher predictive value of up to
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70% over one to 15 years later (Klosterkétter, Hellmich, Steinmeyer, & Schultze-Lutter, 2001; Nelson, Yung,
Bechdolf, & McGortry, 2008). Critics have stated that “[clontemporary psychopathology, as a result of a
behaviorally dominated epistemological stance, downplays anomalies of the patient’s subjectivity ... [where]
experiential anomalies appear to be relevant for early differential diagnosis” (Parnas, Handest, Sebye, &
Jansson, 2003, p. 126). Therefore, in addition to observable UHR signs that are biomedically conceptualized
and psychosocial problems that are categorically quantified, there is a need to continue exploring and
describing these subjective phenomena from a first-person perspective and interpretively understanding the
actual experiences of youth with incipient schizophrenia. It would also be fruitful to qualitatively describe the
patterns of decline and activity limitations of help-seeking youth beyond categories of functionality (e.g. is or
is not employed), as this could lead to the improved identification of vulnerable persons (Chapman, 1966;
Moller, 2001; Woodside, Krupa, & Pocock, 2007). This qualitative first-person approach is also in line with

current mental health policies and values, as described above.

2.2.2 Subjectivity and psychosis

To date, research-based conceptualizations of the subjective experience of psychosis for diagnosis
have been framed using phenomenological (descriptive, interpretive, and hermeneutic) approaches to
understanding (Rulf, 2003). These differing orientations to phenomenology emerged from the philosophers
Husserl, Heidegger, Gadamer and Merleau-Ponty (Nelson et al., 2008), and were first extended into
phenomenological psychopathology by European psychiatrists such as Minkowski, Jaspers and Binswanger
(Monti, 2005).

These phenomenological terms refer to three ways of approaching and understanding the psychotic
experience. Descriptive phenomenology in the study of psychopathology focuses on the form or structure of
an experience and how it is presented (Parnas et al., 2005), for example the structure and process of engaging
in an activity in a certain way. Interpretive phenomenology aims to elucidate the meaning of lived experience
(Benner, 1994), for example the meaning that individuals try to create out of their experience of impending
psychosis within their life worlds, through first-person narratives (Larsen, 2004; Minkowski, 1948;
Stanghellini & Ballerini, 2007). Finally, hermeneutics in the diagnostic process takes interpretation further by
implicating the skills of the therapist-interviewer in co-creating and interpreting a narrative account about the
‘whole’ (or gestalt) of an individual’s experience (Stanghellini, 2010). That is, a hermeneutic approach implies
the deep engagement of the interviewer with the interviewee, and necessitates the reflexive, or active
interrogation (Phelan, 2011), and articulation of the interviewer’s ‘preunderstanding’ (Davey, 2006) and
assumptions. Thus, interpreting an individual’s experience occurs within an acknowledged intersubjective
relational connecting that is reflective (self-aware), adaptable, and tailored to the individual (Stanghellini,
2007).

Based on phenomenological research of psychopathology that is historically and geographically

centered in Northern Europe, it is postulated that the core neurobiological disturbance in psychosis is
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phenomenologically lived as a disturbance of the experience of ‘self” (Parnas, 2000). These experiences have
been described using psychiatric terms such as depersonalization and derealization, perplexity and confusion,
motor or verbal disturbances, deautomatization of motor actions, thought pressure or blocking, thoughts
interfering with the normal stream of consciousness, and loss of the experience of bodily demarcation (Hunt,
2007; Nelson et al., 2008). At the heart of these labels is a disturbance of ipseity. ‘Ipseity’ is a
phenomenological concept broached by many philosophers, which can be distilled into the idea of the
embodied and pre-reflective knowing of the ‘mineness’ or ‘givenness’ of our experiences (Zahavi, 2005, pp.
113-116). That is, when we have a thought such as ‘I’'m hungry’ or engage in actions such as typing on a
keyboard, we do not have to question ‘who is hungry’ or ‘whose fingers are moving’. We just know and take
for granted that this is 7y hunger, #y fingers. This automatic knowing is lost in psychosis. To summarize the
complex language of phenomenological psychopathology, it is the loss of ipseity, or the inability to
unquestioningly experience self vs. nonself, that is named ‘psychosis’.

These changes in body and consciousness lead to attempts for a meaningful existential reorientation,
through the creation of a narrative to account for the shift in subjectivity. “This style of awareness objectifies
aspects of oneself that are normally tacit, thereby forcing them to be experienced as if they were external
objects” (Nelson et al., 2008, p. 387). The concreteness of thoughts that are meant to remain at the level of
tacit awareness engenders feelings of foreboding, and eventually an outright sense of danger, persecution and
despair. The world becomes chaotic as the person loses the ability to ‘read’ and connect to ordinary everyday
life (Corin & Lauzon, 1994). The temporal quality of existence becomes frozen, without a momentum
towards a future, as existential possibilities have been foreclosed by the sense of danger (Binswanger, 1987;
Minkowski, 1948; Mundt, 2005). Bodily experiences change, with a sense of inner emptiness and strangeness
(Hunt, 2007). The person having these experiences tries to create a culturally informed narrative to make
sense of what is happening, and to manage the ever increasing anxiety (Colbert, Peters, & Garety, 2006), such
as a belief perhaps that a government agency has placed a microchip in their head to control their
movements. Although loss of connection to the world, meaning, and agency are often described as the
psychosocial consequences of many acute and chronic illnesses, life losses or accidents; in the living of psychosis
these phenomena are understood as the core, the ‘#rouble génératenr (Minkowski, 1927), from which checklist

symptoms such as hallucinations and delusions arise as epiphenomena.

2.3. Linking policy and science to evaluation: The gap

Many of these phenomenological explorations into the lived experience of psychosis were initially
conducted with adults with long-time recurrent psychosis, and elicited verbally through the use of interviews.
For the European studies qualitatively exploring the onset of eatly psychosis cited herein, the average ages
range from 25-35 years. The average age of onset in Canada is 15-25 years (Health Canada, 2002), a full
decade less than in many of these reported studies. This is partly due to the fact that psychosis impairs

processes of thinking and communication (American Psychiatric Association, 2000), thus making diagnostic
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interviews a challenge. Youth, experiencing as yet unnamed shifts in subjectivity, have difficulty articulating
and sharing these inner changes which occur at the same time as developmental processes of identity
formation during late adolescence and early adulthood (Harrop & Trower, 2003). This is an issue noted early
on in descriptive phenomenological studies by Chapman: “...it was apparent that although the disease was
not advanced, the patients nevertheless had difficulty in communicating their subjective experiences and that
interviewing by question and answer was likely to provide limited information” (1966, p. 278).

In addition to the challenges of interviewing help-seeking youth, recovery oriented early intervention
guidelines state that “assessments must take into account the client’s culture and language and how these
affect ability to access and benefit from services” (Ehmann et al., 2010, p. 38). In spite of policy, North
American psychiatry remains biologically oriented, without a mainstreaming of phenomenological approaches
to clinical evaluations (e.g. Parnas et al., 2005). Although locally (Quebec) there is Bill 21 which states that all
mental health professionals ate to aid in the diagnosis of mental health issues (Office of Professional Orders
in Quebec, 2013), a gap remains between the pragmatic and medical epistemological orientations of clinical
practices, and the recovery values and experience-first epistemologies of phenomenological research
outcomes. Hach discipline will need to address this issue in evaluating and conceptualizing mental health

issues amongst youth.

2.4. The contribution of occupational therapy

Occupational therapy’s focus is on evaluating and intervening for meaningful engagement in the
activities of everyday life. The heart of occupational therapy lies in its psychosocial core (Fidler, 1995; Ikiugu,
2010), and its ongoing endeavor to understand personhood from the relationally mediated experience of a
lived body engaged in doing (Kielhofner, 2008; Phelan & Kinsella, 2009). From its roots in the moral
treatment of mental health (Meyer, 1922), occupational therapy has always been oriented towards treating
individuals with mental illness with dignity. Respecting cultural diversity (Gerlach, 2012), and critically
appraising what is meant by ‘client-centered practice’(Corring & Cook, 1999; Restall & Ripat, 2008), are
considered essential by occupational therapists in order to promote the citizenship of psychiatrically
diagnosed individuals. Occupational therapy is a profession that currently finds its values well aligned with
those of mental health policy.

Occupational therapy has developed theories and approaches in order to address constructs such as
connectedness, meaning and agency (Hasselkus, 2011), which are all of import in the phenomenological
understanding of the experience of psychosis. The advantage of occupational therapy evaluations is the
combination of both the narratives of experiences along with the observation of performance in activities that
can foster expression. In this way, the individual shows and reveals that which they may not be able to tell or

say.
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2.4.1. Expressive projective assessments

Projective techniques “evoke from the subject what is in various ways expressive of his private
world” (Frank, 1948, p. 47). Specifically, expressive projective techniques use artistic media to promote
dialogue, to observe patterns of performance, and to achieve a therapeutic model of assessment. The
expressive projective process allows a window into a youth’s inner state of being, when other more direct,
verbal methods fail to detect a vulnerability to psychosis. Art-based, visual inquiry provides an “embodied,
multi-vocal, and non-linear representational potential” (Butler-Kisber, 2008, p. 266) which can help both
bypass and expose the impairments in perception, thinking and feeling that occur in psychotic disintegration.
The individual who engages in artistic doing reveals aspects of himself or herself beyond linear verbal
knowing, “from the intersection of subjectivity with medium” (Green, 2001, p. 4). A comprehensive scientific
review of the research reveals that broadly speaking, projective assessments are well-suited to detecting
psychosis (Lilienfeld, Wood, & Garb, 2000).

Research also highlights the effect of the evaluator’s presence and skill in eliciting projective
associations (MacFarlane & Tuddenham, 1951; Tallant, 1966) with “intuitive” evaluators facilitating the
establishment of therapeutic rapport and engagement as well as more accurate interpretations (Schmidt &
McGowan, 1959). The intersubjective creation process leads to richer, person-centered information gathering.
Epistemologically, this contrasts with, and complements, medically centered diagnostic interviewing. The
projective productions and associations of help-seeking youth offer a qualitative representation of a
subjectivity tinged, or taken over, by psychosis. The particular expressive projective assessment used in this

research project is the Azima Battery (Cramer-Azima, 1982).

2.4.2 The Azima Battery in occupational therapy

The Azima Battery is the first formally published assessment in Canadian occupational therapy. It
was developed in the late 1950’s by the psychiatrist Dr. Hassan Azima and his wife, psychologist Dr. Fern
Cramer-Azima, at the Allan Memorial Institute in Montreal. They observed that persons experiencing
psychosis were better able to communicate their experience via the use of projective materials in occupational
therapy, rather than solely through direct verbalization (Azima, 1961; Wittkower & Azima, 1958). The Azima
Battery is based on psychodynamic and phenomenological principles, and is used clinically to understand the
intra-psychic and relational functioning of individuals with psychosis, as an aid to case formulation and
treatment prescription, to explore changes across treatment, and to establish a connection between therapist
and client by offering them nonverbal and self-directed avenues for self-exploration (Azima & Azima, 1959).

The Azima Battery involves a standard setup and sequence of five tasks in three media: three pencil
drawings, clay, and finger paint in conjunction with open-ended exploratory interviewing of the creations
(Cramer-Azima, 1982). There was an initially proposed observational guide that was heavily steeped in the
psychiatric language of object-relations (¢#bid), but this was never taken up clinically by occupational therapists

(Zafran & Tallant, 2015b). Rather, the use of the Azima Battery within a phenomenological paradigm quickly
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flourished clinically in contrast with the initial psychodynamic frameworks of a psychiatrist and psychologist
(Cramer-Azima, 2012).

Unfortunately, very little research has been conducted on the Azima Battery since early forays in the
1960’s and 70’s (Thompson & Blair, 1998). These early studies provided preliminary support for the ability of
expressive projective assessments to phenomenologically and metaphorically facilitate the expression and
exploration of inner struggles and conflicts (e.g. Lawn & O’Kane, 1973; Llorens, 1967), and its use as an
occupational therapy-specific tool for the analysis of activity performance domains (Sheffer & Harlock, 1980).
The clinical contribution of projective assessments to case formulation in comparison to other evaluations
(nursing checklists and an occupational therapy work evaluation) reveal that these tests add knowledge and
depth to the understanding of the client in psychiatry, and aid in goal setting and intervention planning
(Polatajko & Kaiserman, 1986). Finally, an occupational therapy study on the effect of the presence of the
evaluator on the projective analysis confirms the need to include the exploration of the inter-subjective
aspects of the evaluation process (Tallant, 1960).

Weber (2008) has outlined several reasons why the art productions of participants are desirable data;
these include the belief that images capture the ‘hard-to-put-into-words’ of experience, that images enhance
empathic understanding, and encourage the communication of extralinguistic subjectivity through metaphors
and symbols. This belief that art can be studied for both meaning which may not be accessible otherwise, as
well as the production of art as an aid to the (co)creation of self/other-knowledge, is fundamental in arts
based research (Dewey, 1934/1980; Eisner, 2008; Higgs, 2008; Weber, 2008), expressive projective
evaluations (Fidler & Fidler, 1954; Mosey, 1970; Rabin, 1981) and occupational therapy (Hemphill, 1982a;
Thompson & Blair, 1998).

2.4.3. The potential of the Azima Battery in detecting early psychosis: evidence and experience

The literature indicates that diagnostic stability is achieved within the first year of onset of psychosis,
with prospective consistency being highest for a diagnosis of schizophrenia (Chang, Chan, & Chung, 2009).
As well, research demonstrates that difficulties in activity performance emerge prior to the development of a
firmly diagnosable disorder (Jackson & Birchwood, 1996). Rehabilitation models do exist for intervention in
the pre-psychotic phase of psychosis, prior to diagnosis (Woodside et al., 2007); and yet as outlined above,
detection using verbal and behavioural indicators remains problematic (McGortry et al., 2003). Subjective,
experience-based approaches to detection and diagnosis are more predictive than approaches based on
objective observable signs (Klosterkétter et al., 2001; Moller, 2001; Nelson et al., 2008; Parnas et al., 2003).
The Azima Battery offers such an approach.

Within the context of a program evaluation at the McGill University Health Centre (Zafran &
Laporta, 2008), early evidence supporting the development of this study was retrieved from the medical
charts of 12 persons receiving early intervention services in psychosis. These charts were reviewed for the

following information: the psychiatrist’s initial diagnostic judgment, the charted clinical impression obtained
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through the use of the Azima Battery upon entry to the program, and the longitudinal confirmed diagnosis of
the patient within one year or more. This pilot data demonstrates the superior predictive ability of the case
formulation generated through the use of the Azima Battery (83%) in comparison to the psychiatrist’s
diagnostic intake interview (25%) (Table 2.1).

<Table 2.17>

This data was collected after the following experience: an occupational therapy colleague of mine
working on the inpatient unit in psychiatry had been referred a 20-year-old man from the Middle East, whose
clinical presentation was confounding and amorphous. Given the history of the institution as the place where
the Azima Battery was developed, the young man was referred by the psychiatrist for an Azima Battery
evaluation. This occupational therapist was new to the setting and requested that I conduct the assessment
while she observe. Following the session, I walked the patient back to the unit. My colleague, thinking that
she had taken up enough of my time, had already charted her impression that this was a young man with
primary family conflicts who did not require further clinical follow up. I disagreed. I believed that he was on
the brink of a psychotic break, or incipient schizophrenia. She asked me to explain my clinical reasoning and
my interpretation. I found this very difficult to do despite my academic background and clinical experience
with this assessment. I was unable to articulate my intuitive impression, beyond highlighting some elements in
his narrative and creations, and left a brief note in his chart. I returned to speak to the patient the following
day as he was being discharged, to explain where he could come should he start to feel worse. Less than two
months later, he voluntarily presented during the early intervention clinical hours asking for me. He had
begun to have auditory hallucinations in the three days prior, and the experience of the “whole world falling into

blackness”.

2.4.4. The projective evaluation case formulation in mental health

Mental health case formulation is an analysis that interprets the unfolding of the development of the
individual’s distress within their life situation, taking into account how they experience and express their
problems (Winters, Hanson, & Stoyanova, 2007). Within this process of synthesis, psychiatric diagnosis is one
of the hypotheses that emerges to answer the query ‘what’s wrong?’ and is determined by the evaluator’s
dominant epistemological frame in clinical reasoning and in conceptualizing mental illness. As described
above, the biomedical approach to labeling UHR youth and detecting incipient psychosis appears to not be as
predictively valid as diagnostic interviews within a phenomenological paradigm. Yet, even the latter may be
difficult to administer when the individual has great difficulty engaging in the verbal or conversational mode.

In providing an overview of the use of projective assessments and expressive media in the evaluation
process, Reynolds outlines the distinctions between varying theoretical perspectives in the use and
interpretation of an individual’s projective profile for case formulation. She clarifies that the use of projective

assessments is both medical-diagnostic as well as communicative and alliance building (Reynolds, 2008).
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Although these dual aims may at times sit in uncomfortable epistemological tensions with each other, they are
characteristic of the ‘double vision’ of occupational therapists whose clinical reasoning occurs within the
‘blurred frames’ of medical knowledge or diagnosis, and the phenomenological understanding of lived
experience (Mattingly & Fleming, 1994).

The particularity of occupational therapists’ clinical reasoning lies in the therapeutic and evaluative
use of meaningful activities for case formulation. Our clinical reasoning has been empirically demonstrated to
follow epistemologically very different simultaneous tracks (Mattingly, 1991b). Clinical reasoning ‘blurs’
between technical and procedural-deductive thinking based on medical or prescribed occupational categories,
and the narrative or interpretive-inductive reasoning of the particularities and moral dilemmas in a given
situation with a given client (Mattingly, 1998b). The art of clinical practice is the fluid navigation of these
different modes of reasoning (Dreyfus, 2011) and the rigorous creation of knowledge to support them.

Therefore, in addition to the evidence and facts of procedural-diagnostic reasoning, an occupational
therapist must be capable of ‘narrative mind-reading’ which is “the practical capability of inferring (rightly or
wrongly) the motives that precipitate and underlie the actions of another” within their particular cultural and
linguistic horizons (Mattingly, 2008, p. 137). These actions occur in clinical time, in clinical activity-based
evaluations as well as in everyday lives. This form of narrative clinical reasoning has also been linked to
experiential empiricism (Lanier & Rajkumar, 2013), phenomenological intuition (Braude, 2013; Mattingly,
1991b), and hermeneutic reasoning (Alvesson & Skéldberg, 2009).

While the rationale for the project is clearly outlined in evidence-based and traditional formats above,
the underlying impetus for this study is that it called me and posed the questions: How did I know to use an
expressive assessment, and what was my interpretive reasoning in detecting psychosis? How can I justify my
conclusion of risk of psychosis with my ‘occupational language’ (Aiken, 2011, p. 298)? Am I usually right
when I use the Azima Battery in mental health case formulation? I was faced with an address. “Addresses
catch us off guard and break through our regular routines. They cause us to pause and take note, ask not that
we speak or do something immediately, but rather that we stop and listen... Practitioners suffer these things
in their practice” (Moules et al., 2014, p. 1 & 3). The ethics of framing research questions in this way is in line
with the epistemological orientations to occupational therapy clinical reasoning, as well as the values of
occupational therapy practice (Cook, 2001).

Evidence needs to be generated to support technical-procedural knowledge. In this thesis, this
concerns the necessity of establishing the criterion validity of the Azima Battery projective assessment. In
addition, two further points pertinent to this project are: (1) That the epistemologies of case formulation
practices, or interpretive frames and ways of knowing in different evaluation approaches, be articulated and
made visible (Kirmayer, 2012; Phillips et al., 2012; Stanghellini, 2007); and (2) there is a need for ongoing
research on occupational therapy clinical reasoning (Unsworth, 2005). In particular, the continued refinement
and illustration of narrative-phenomenological reasoning in the use of client-centered, activity-based practices

(Mattingly, 2010a; Park Lala & Kinsella, 2011b), such as the Azima Battery.
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TABLE 2.1:

PILOT DATA FROM CHART REVIEWS (N=12)

Modal

Ages
19 & 23

Female
Female

Male
Male

Gender
Ratio
7M: 5F

Azima Battery Case

Formulation at Intake

Incipient schizophrenia
Schizophrenia

Drug abuse and
psychosis in a young
man with increasing
psychosocial dysfunction
and amotivation: at risk
of developing
schizophrenia
Psychotic depression
Complicated grief
reaction, severe anxiety

Primary anxiety with
psychotic features. No
perceptual dysfunction
Schizophrenia

Schizophrenia

Adaptation crisis with
obsessive features
Probable schizophrenia
process

Psychotic vulnerability in
a young woman with
childhood deprivation
and relational issues
First episode of
psychosis in a woman
with longstanding
interpersonal difficulties
10/12 matched
description to long-term
outcome (83%)

Psychiatrist’s Diagnosis
at Intake

Drug-induced psychosis
Bipolar disorder

Drug induced psychosis

Schizophrenia
Psychosis Not otherwise
specified (NOS)

Psychosis Not yet
diagnosed (NYD)

Depressive psychosis,
rule out Obsessive
Compulsive Disorder
Obsessive Compulsive
Disorder, depressive
features

Psychosis NOS

Schizophreniform

Bipolar disorder

Psychosis NYD

3/12 Accurate prediction
of 1-year diagnosis
(25%)

Psychiatric diagnosis at
1-year follow-up

Schizophrenia
Schizophrenia
Schizophrenia

Schizoaffective disorder
Complicated grief
reaction with anxious
depression
Agoraphobia

Schizophrenia

Schizophrenia

Obsessive Compulsive
Disorder
Schizophrenia

Bordetline Personality
Disorder — Inhibited

type

Psychosis secondary to
overuse of herbal pills in
a woman with borderline
personality disorder

58% Schizophrenia-
spectrum diagnostic
outcome
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Chapter Three: Research aims and objectives

The aim of this research is to (1) investigate the criterion validity of, and (2) explore and illustrate a phenomenological

interpretive approach to, an expressive projective occupational therapy clinical assessment, the Azima Battery, with youth aged

15-35 years deemed to be experiencing the range of pre-psychotic to early in the first episode of psychosis.

The specific objectives are:

a) To situate the Azima Battery within occupational therapy history and practice in order to articulate

the interpretive traditions it draws upon, and its clinical utility, by:

i

il

1.

Historically tracing the development of expressive projective assessments in North American
occupational therapy
Establishing the evidence to date for expressive projective assessments

Exploring the opinions and clinical reasoning of senior experts in this domain of practice

b) To investigate the criterion validity of the Azima Battery with youth accepted into early intervention

for psychosis services by:

i

1.

ii.

Estimating the predictive validity of the Azima Battery case formulation in predicting one-
year psychiatric diaghostic outcomes

Comparing the predictive ability of the Azima Battery to the predictive validity of the
attending psychiatrist’s initial diagnostic impression

To describe and examine the elements of activity performance which are distinctive for a

long-term diagnosis of schizophrenia

) To explore and illustrate a phenomenological approach in the interpretation and case formulation of

the Azima Battery with help-seeking youth by:

i

1.

Describing the structure of their experiences through their elicited narratives and expressive
productions
Interpreting the meaning that they create of their experiences, and how this is expressed

within the Azima Battery evaluation session

These objectives span different epistemologies and ways of knowing. Thus, a hermeneutic mixed

methods research approach was designed to answer the research questions.
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Chapter Four: Scaffolding a research practice

“The only people who see the whole picture," he murmured, "are the
ones who step out of the frame" (Rushdie, 1999, p. 43)

“What the emerging discipline of occupational science requires 1s not a faithful
commitment to a single philosophical foundation, but rather the capacity to engage
ongoing dialogues within its epistemic community, to deepen philosophical discourse, and
to embrace epistemological pluralism which is inclusive of knowledge claims informed by
different philosophical traditions” (Kinsella, 2012a, p. 77)

4.1. Hermeneutic nrixed methods

The Azima Battery is a clinical evaluation tool that offers a person-centered, intersubjective, activity-
based process for therapeutic engagement and case formulation for help-seeking youth. It is therefore in line
with recovery-oriented policy. The aims of the study were to examine criterion validity and explore a
phenomenological interpretive approach to the Azima Battery. The methods used were both quantitative and
qualitative. From a quantitative perspective, objectives were to validate the assessment tool, and to provide a
descriptive profile of activity performance distinctive of a later diagnosis of schizophrenia. Qualitatively, the
objectives were to explore and articulate a phenomenological framework for clinical reasoning and case
formulation. To meet these aims an overarching hermeneutic approach to mixed methods was designed.

Mixing methods is an approach used in the development and refinement of instruments, where the
“results from one method [are used] to develop or inform the other method” (Hanson, Creswell, Plano Clark,
Petska, & Creswell, 2005, p. 226). This involves the use of both qualitative and quantitative methods and
epistemologies to best address the aims of ‘exploration’ as well as ‘confirmation’ (Johnson, Onwuegbuzie, &
Turner, 2007). In this study, all data was collected in a qualitative manner (e.g. historical, scientific or medical
texts, field notes, and interviews). The term ‘mixed methods’ in here refers to the use of both multiple
qualitative and quantitative strategies for the analysis of the various forms of data, including the
transformation of one form of data into the other. Results are reported in both numeric and narrative types.
This ‘combinist perspective’ is “a realistic approach to address the complexity of health care research,
including occupational therapy” (Duncan & Nicol, 2004, pp. 454-455). The combining of multiple methods
and analytic strategies requires an overarching paradigm in order to provide rigor in the integrative efficacy of
the results (Teddlie & Tashakkori, 2009).

Hermeneutics is a philosophical practice of interpretation that fosters a pluralistic mode of reasoning
for interpretive understanding in a multicultural world (Ricoeur, 1974). Being concerned with transitions,
boundaries and connections, as well as the potential for (mis)understanding (Weininger, 1999), hermencutics
is based on an ontology of the in-between (Davey, 20006). That is, truth about phenomena emerges from
between the connection between people (e.g. interviewer and participant), between the parts and the whole of
a text (e.g. a transcript and across transcripts), or of a project (e.g. between the transitions of one method to

another).
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The use of hermencutic modes of reasoning as an analytic strategy for combining the results of
mixed methods research (MMR) has been demonstrated and illustrated in different ways that rest upon core
Gadamerian metaphors for understanding (Van Ness, Fried, & Gill, 2011; von Zweck, Paterson, & Pentland,
2008). The primary rationale for the use of hermeneutics in MMR is the need to articulate and juxtapose the
different pre-suppositions inherent in the various methods and ensuing results. This requires the
acknowledgement of the historicity of both the phenomena under study and the researcher’s worldview, in
order to make visible where the horizons of meaning from the various results overlap, clash, or can be fused
and expanded. Hermeneutics is epistemologically aligned with several key elements in this study. These are:

(a) The Azima Battery fosters knowing from in-between the participant, expressive tasks, and the
occupational therapist

(b) The projective case formulation is the product of an interpretive reasoning process from within
the occupational therapist’s experiential, epistemological, and disciplinary horizons, from a certain historical
context

(c) The need to examine and create an overarching reflexive analysis across and between the multiple

methods and findings, in order to generate a rigorous and accountable final synthesis

Keeping this hermeneutic orientation at the forefront, the study design described in this chapter is
chronologically ordered in terms of the data collection process for clarity, transparency, and reader
comprehension. Data analysis occurred throughout and across the different methods between 2011-2015.
However, the manuscripts in Chapter Seven and Eight are presented in the reverse order than that reviewed
in this chapter. This is to maintain epistemological coherence. That is, Chapter Seven presents the embedded
quantitative portion of the study, and thereby focuses on the ontic level of the findings. This refers to factual
properties of a phenomenon and structures thereof (Dreyfus, 1991). The hermeneutic phenomenological
analyses in Chapters Eight and Nine move the reader into the ontological sphere, to understand the
existential issues of significance for the participants (Ginev, 1995), how these are revealed in the unfolding of

the Azima Battery session, and the implications for clinical care.

4.2. Overview of study design

Study setting: The study was approved by McGill University’s Institutional Review Board and approved by
expedited review at the McGill University Health Centre (MUHC) and the Institute of Community & Family
Psychiatry at the Jewish General Hospital (JGH). Further, the Director of Professional Services at the MUHC
approved access to medical records. Four clinics agreed to participate in this study. The First Episode
Psychosis (FEP) clinic at the JGH; the Program for Early Psychosis Prevention (PEPP) and the Early
Psychosis and Intervention Centre (EPIC), both located at the MUHC; and McGill University’s Mental
Health Services for students (MHS). These four services are based in university-teaching hospitals, with

interns present from all disciplines. The first three services offer specialized interdisciplinary approaches to
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help-secking youth and their families. The criteria for referral to FEP and PEPP are based on the UHR
criteria. EPIC is a clinically oriented youth service that caters to adolescents and young adults early on in the
process of psychosis (five years or less). MHS focuses on student health and their ability to remain in

university; they are not a specialized psychosis clinic.

Study Design: The study was composed of five inter-twined and iterative parts, with their attendant methods.
Historically situating the interpretive practice of, and evidence for, expressive projective assessments in
occupational therapy

Engaging in participant-observation data collection and qualitative analysis of Azima Battery evaluation
sessions conducted in real clinical time with nine help-seeking youth admitted to the PEPP and MHS

The collection and statistical analysis of retrospective, medically documented reports and longitudinal
diagnostic outcomes for patients (N=62) followed in EPIC and PEPP who had been assessed in occupational
therapy with the Azima Battery upon entry to the programs

Conducting a sequential-exploratory embedded qualitative-to-quantitative analysis of the clinical sample
(N=062) for the elements of projective activity performance distinctive of a future diagnosis of schizophrenia
Ongoing hermeneutic analysis of the overall research process and integration of these interpretations to offer

an over-arching synthesis of the results

A brief overview of the methods used in each of these parts of the research is provided herein, to facilitate

the reading of this thesis. Further details are found in the separate empirical manuscripts.

4.2.1. Critical history

The use of projective assessments in psychiatric occupational therapy dates back to 1950. In fact, this
thesis is a new take on an old test. As per philosophical hermeneutics there is a need to historically revisit a
phenomenon in order to understand it anew. Therefore, both the doctoral candidate and the supervising
content expert (Dr. Tallant) conducted a search of historical documents and articles to trace the history and
context surrounding the development of projective assessments in North America. This took place between
2011-2012. This history was interpreted in light of political factors affecting the desired legitimacy of the
discipline of occupational therapy as well as swaying dominant discourses in psychiatry across the decades.

In tandem during 2012, a scoping review of the published evidence for the use of occupational therapy
projective assessments was conducted. The results were updated in 2015. The results were interpretively
synthesized to take into account changing practices and approaches in academic research, as well as the
varying methodologies and epistemologies on which the research is based. The major shifts in the underlying
ontologies of mental illness since 1950, through the 1980’s-1990’s, and once again to the current debates were

analyzed in relation to how to understand this evidence.
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Finally, I narratively interviewed nine experts in this field of clinical practice, each of whom had greater

than 30 years of domain-specific experience. Interviewees shared their perspectives and experiences of the

history and use of projective assessments, referring often to the Azima Battery. Themes related to research,

training, and clinical reasoning, were also shared. These interviews were narratively analysed (Bruner, 2002),

and along with the historical and scoping reviews, synthesized to provide clinical guidelines as well as avenues

for future research (Chapters Five and Six).

4.2.2. Interpreting the case formulation and projective performance

A participant-observation strategy was used to qualitatively explore the unfolding of the Azima

Battery evaluation session with youth accessing early psychosis services. The targeted sample was help-

seeking youth aged 18-30 years deemed pre-psychotic by a psychiatrist and/or diagnosed with an as yet

untreated first episode psychosis by at least one of the following UHR criteria.

Inclusion criteria: All participants were expected to be comfortable in English or French, and able to provide

written consent. They were to be classified as having anyone of the following, as screened by the treating

psychiatrist:

»  Brief limited intermittent psychotic symptoms (BLIPS) occurring for less than 1 week

» A decline in psychosocial functioning and a first-degtree relative with a psychotic-spectrum diagnosis

» A decline in psychosocial functioning and several second-degtee relatives with a psychotic-spectrum
diagnosis

» Potential prepsychotic features as assessed by an approptiate psychiatric measute (e.g. a psychiattic
interview, or a rating scale such as the Clinical Assessment of At Risk Mental Status, Yung, Phillips,
McGorty, Ward, Donovan & Thompson, 2002)

» Diagnosis of a first episode of mental illness has been made by a psychiatrist-led diagnostic interview

based on DSM-IV-R criteria. Differential diagnoses may include any of the following:
a. Drug-induced psychosis

Psychosis Not Otherwise Specified NOS)/Not Yet Diagnosed (NYD)

Brief Psychotic Episode

Schizophreniform

First episode schizophtenia/schizo-affective

Psychotic depression

First episode mania with psychotic features

Rule out personality disorders with micro-psychotic features

SR me ao o

Al participants were required to be eligible for early psychosis services at referral to research
Exclusion criteria

>

VVVYY

Psychotic features secondary to a neurological process such as epilepsy, meningitis, concussion, brain
tumour or other severe traumatic brain injury or disease

In symptomatic and functional remission from psychosis

Experiencing a second or more episode of psychosis

Co-morbidity with severe intellectual handicap (IQ <70 as per psychological testing)

Persons only transitioning in the Montreal region (i.e. no local residence)

Homeless persons refusing clinical services for housing
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Sampling Size and Process: Sampling of these youth aged 18-30 was purposive and sequential from the
aforementioned Montreal-based services. The sample size aimed for was 10 participants for

phenomenological analysis.

Recruitment Process: Psychiatrists working in the study sites were provided with a recruitment package that
included the sampling criteria and a short summary of the research process, as well as consent to
communicate forms (Appendices 1-4). Psychiatrists were to inform eligible patients that there was an
opportunity to participate in research, and present them with a consent to communicate form. Individuals
who signed an agreement to communicate were contacted by the doctoral candidate, and provided with
further details. All potential participants were informed that they would be compensated for expenses
incurred in participating (flat fee of $15.00 for travel and lunch costs). Twelve individuals were identified in
the recruitment process, of which nine agreed to participate between 2011-2013. One was referred from
MHS, the other eight were recent admissions to the PEPP. These nine participants were 18-28 years old, and
consented to participate in a videotaped Azima Battery evaluation session. These evaluations were conducted

by the doctoral candidate who was blind to the psychiatrist’s initial diagnosis upon referral to the study.

Data collection

The Azima Battery was set up in a consistent manner for all individuals (see Figure 4.1). The
participants were each asked to create five productions as follows: three pencil drawings (two-dimensional),
that is, “Draw anything that comes into your mind”, “Draw a person”; Draw a person of the opposite sex”; a
clay object (three dimensional) that is, “Open the bag and take out some clay. Place it on the tile and make
something in clay”; and a finger painting (two-dimensional with multi-step instructions), that is, “Take and
wet the sponge and use it to wet the paper. Choose any colors you wish and using your fingers, do a finger
painting”. The participant is given as much time as they like, and then asked to free associate upon
completion of each production. Open-ended, exploratory, non-judgmental questions were used to facilitate
the expression of a narrative that centred on the participant’s own articulated links between their productions,
free associations, and their personal experiences. At the end of the session participants were asked to review
their five creations, and to collaboratively reflect upon the themes shared and emergent meaning.

The time for each production was noted, along with detailed participant-observation notes about the
interpersonal aspects of the session, the behavioral sequence of the creation process, any associations made
during the production phase, as well as verbatim notes of the participant’s associations throughout the entire
session. An average Azima Battery evaluation session takes between 45 — 150 minutes to complete, although
in this study sessions ranged between 80-240 minutes, including a debrief with the participants.

<Figure 4.1>
Case formulation and clinical analysis occurred within the week following the evaluation session for

each participant. This was done for all the research participants prior to the collection of any diagnostic data
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from the participant’s medical charts, to prevent bias. A copy of the occupational therapy projective report
was placed in the participant’s medical record for clinical use by the treating psychiatrist and/or treating team.

Post-session memos that were intended to be a stream-of-consciousness brainstorming of the
doctoral candidate’s experience of the evaluation session were kept, to maintain fidelity to an inter-subjective
epistemological orientation. An immediate memo was written right after the session, and further reflections
added within the week, as sometimes allowing a few days to pass sharpens the verbalization of the experience.
Post-session memos were completed prior to meeting the next research participant.

Three research assistants, one who was a licensed occupational therapist and two who were graduate
students in a professional occupational therapy program, transcribed the videotaped sessions. These
transcripts included the verbatim dialogue, time notations, notations for paralinguisitic and nonverbal
communication (e.g. changes in posture, shift in tone of voice, changes in conversational rhythm),
observations of activity performance, and sidebar clinical questions raised for the research assistants to help

me further question my taken-for-granted or tacit knowledge in clinical reasoning.

Data analysis

I (the doctoral candidate) was immersed in viewing the videotaped data between 2011-2014, on an
ongoing basis. The analytic framework for the qualitative analysis drew from both descriptive and
hermeneutic phenomenology (Finlay, 2009). This analytic process, as well as the findings of this portion of
the study, is reported in Chapters Seven and Eight of this dissertation. With respect to interpretive rigor, a
reflection team was created to help promote my critical reflective capacity. This was a purposefully chosen
group of experts who each contributed to the quality and depth of analysis in relation to their varying
expertise at different stages of the research process through 2011-2013.

For the descriptive phenomenological analysis described in Chapter 7 (Mullen, 2007), four experts
supported the process. An expert in psychosocial occupational therapy participated in the observation and
descriptive analyses of the whole of the first three videotaped sessions (7 sessions; 28 hours). Further, two
experts in measurement studies and occupational therapy iteratively reviewed the emerging descriptive themes
for their clarity and suitability to convert them into numeric form (as described in section 4.2.4. below).

For the hermeneutic phenomenological analysis outline in Chapter Eight (Stanghellini, 2007), four
experts from the realms of phenomenological psychiatry, occupational science and anthropology,
psychosocial occupational therapy, and qualitative research, individually participated in the observation and
analysis of the videotapes with the doctoral candidate (10 sessions; 19 hours). This involved reviewing
selected sections of the videotapes that were deemed to be significant, striking or markedly different from the
other participants in some way, and engaging in dialogue that focused on supporting or refuting my
interpretations while reviewing the raw data. The experts also engaged in sharing their interpretations based
on their expertise, and raising questions for further consideration in the data analysis. These individuals

contributed to the maintenance of a reflexive stance, depth of interpretation, and rigor in qualitative analysis.
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4.2.3. Diagnostic accuracy of case formulations

In order to answer the research question about the accuracy and predictive ability of case
formulations generated by the Azima Battery, a quantitative approach was chosen. Following the same
sampling criteria as for participant selection, a retrospective review of occupational therapy charts at the
MUHC identified the charts of 61 individuals who met the inclusion criteria and who had undergone an
Azima Battery evaluation with the doctoral candidate at entry into EPIC. These occupational therapy charts
included the original Azima Battery projective report, the raw verbatim notes taken during the session, and
four of the five productions (three drawings and one fingerpaint). For obvious logistical reasons clay products

had not been conserved but were described in both the session notes and projective report.

Data collection

The medical records of the identified individuals were reviewed over the summer of 2013 for the
following additional data: demographics (date of birth, age at entry into program, gender, immigration status),
date and content of the psychiatric diagnostic report at intake (or if not available the most clear first
diagnostic impression noted). The psychiatric diagnosis at 12-18 months, or longer if available, was also
identified. Progress notes across the years were read and summarized in point form for significant events or
changes. Additional psychosocial data such as occupational status at intake (such as details of participation in
various activities), socioeconomic status, residential situation etc. were also extracted at both intake into
services as well as at the time of final / most recent diagnosis as well as medical outcomes such as suicide.
This longitudinal data was also collected from the medical records of the nine individuals who participated in
the videotaped Azima Battery evaluation session (see Appendix 5).

Upon detailed review, medical records that met any of these exclusion criteria were removed if: (1)
the Azima Battery was not setup in the standard manner, (2) the medical record details did not meet the
sampling criteria, or (3) the projective assessment was not an Azima Battery. Eight of the 61 medical records
were thus excluded. Including the additional medical records and data of the nine research-evaluated
participants, a final total sample of 62 was achieved.

The data thus extracted was quantified into categorical scales with descriptors, with the exception of
continuous data such as age or time delays. The Likert scales were ordered with either a 0 or 1 intending to
convey least risk, pathology or dysfunction, and higher numbers indicating higher risk or illness impacts. The
diagnostic categories were nominally numbered as per order in the most recent version of the DSM-5
(American Psychiatric Association, 2013) with schizophrenia spectrum disorders coded as 1 and personality

disorders at the end of the numbered list.

Data analysis
The diagnostic accuracy of the occupational therapy evaluation and the psychiatrist’s initial diagnostic

interview were compared, in reference to their ability to accurately predict long-term psychiatric diagnosis.
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The sample was then divided into those with, and those without a confirmed diagnosis of schizophrenia.
Positive and negative predictive values as well as sensitivity and specificity analyses were calculated to estimate
the predictive validity of the case formulation generated through the use of the Azima Battery. The same was
done for the attending psychiatrist’s initial diagnostic impression. The results and clinical implications are

described in Chapter Eight.

4.2.4. Patterns of projective activity performance
There is an occupational therapy-specific interest in exploring observations of activity performance.
Therefore, one of the research aims was to identify any patterns of performance in the five projective tasks

that may be distinctive for a later diagnosis of schizophrenia.

Data analysis

Returning to the emerging qualitative results of the original sample of nine participants, a descriptive
phenomenological approach was used to focus on the elements related to how they created and what they
created during the videotaped Azima Battery session. A descriptive phenomenological approach is in line with
an objectivist quantitative epistemology, and was, therefore, chosen for this embedded sequential exploratory
section of the data analysis. That is, the creations were not analyzed for interpretive meaning but rather for
the structure of the unfolding projective performance. The aim was to describe each process and product of
creation in such a way that if a third party were to read the description they would be able to reproduce the
drawing, clay, or finger-paint with some measure of accuracy without having seen the original, while
bracketing out my assumptions of what the most salient features might be. This systematic and thorough
process yielded several themes related to projective performance. Some of these themes-as-descriptive-
categories overlapped with prior research on the topic while others emerged in this study.

These performance themes were treated as variables, and descriptively quantified into Likert scales,
as above. These variables and descriptive codes were reviewed several times by three members of the
supervisory committee for clarity, comprehensiveness, and logic of use in statistical analyses. Once a final
draft was approved, a Microsoft Access data form was created for these variables. The projective
performance data was then entered for the total sample of 62.

Given that the objective was not to create a scale to score the Azima Battery, but rather to identify
potential patterns, the variables thus created were treated as nominal. Phi & Cramer’s V correlational statistics
were conducted to identify the performance items significantly associated with a final diagnosis of
schizophrenia. These significant performance items were concatenated within each task and treated as
‘strings’. Concatenation is the operation of joining nominal (qualitative) information end-to-end. In this case,
the strings were created out of the numerical nominal descriptors of patterns of performance that were
significant within each task, so that each subject had their own string pattern for each task. The frequency of

each of these string patterns was calculated for those with, and those without, a final diagnosis of
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schizophrenia. This was to identify if certain combinations of performance items were seen more frequently
and/or exclusively for those with a confirmed longitudinal diagnosis of schizophrenia. These analytic

processes, as well as the findings, are reported in Chapter Seven.

4.2.5. Hermeneutics

The overall intent of this study was not to conduct disparate methods to answer separate research
questions surrounding the use of the Azima Battery, but rather to ensure an overarching process that explores
and explains the clinical utility and validity of the Azima Battery when used as an initial evaluation process
with youth admitted to early psychosis services. Therefore a double-hermeneutic process of over-arching and
reflexive interpretive reasoning deepened the analysis of the different parts of the study (Ginev, 1998).

In order to facilitate this, field notes were kept throughout the active process of data collection.
Participant-observation notes and reflections were taken during and after meetings when I was explaining and
promoting the study to the sites approved by the McGill University Institutional Review Board, while waiting
in the hallways to meet potential research recruits, while shifting between medical records and various
clinician’s offices to obtain medical records and/or to verify written information. These field notes also
included historical details of the early psychosis movement, to help critically contextualize the creation of this
specific clinical ‘population’, and were influenced by my involvement as an investigator on another research
grant (Tranulis et al., 2011).

In addition, a research diary was maintained as of entry into the doctoral program. The research diary
is a notebook in which I regulatly wrote emergent ideas, concepts, links, emotions, difficulties and so forth, to
promote the conceptual process and transparency of the whole iterative analysis and thesis-writing process
(Engin, 2011). The diary included poems, metaphors and drawings or doodles of my research experiences,
detailed participant observation notes of meetings with supervisors where difficulties and challenges
highlighted taken-for-granted assumptions, the experienced moral and epistemological tensions as 1
transitioned from one part of the study to another, media clippings related to policy debates or eatly
intervention in psychosis, and preliminary thoughts about findings relating to the whole research process
(rather than the particular parts of the study). This diary facilitated the maintenance of a critical reflexive
stance vis-a-vis the emerging results and helped in the articulation of my prejudgements and tacit knowledge
about the research phenomena. Thus, reviewing the research diaries and field notes were part of the
interpretative data analysis (Lincoln & Guba, 1985), and “enrich[ed] the study findings” (Laliberte-Rudman &
Moll, 2001, p. 43).

I consider the ongoing dialogues with my supervisory committee and other experts related to this
field of study as having been instrumental in refining my interpretive practice. There were challenges in our
reflection team meetings due to the nature of an epistemologically mixed committee. These tensions were
incredibly productive in naming and illuminating some of the key taken-for-granted aspects of projective

assessments, as well as promoting a reflexive stance and justificatory rhetoric for a hermeneutic mixed
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methods study design. Finally, I would especially like to highlight the discussions I had with the nine
participants following completion of the video-taped sessions while accompanying them to ensure that they
received copies of their consent forms. The reflections they shared about their experiences during the session,
once we had left the room and the videotape was turned off, were noted as part of the post-session memos.
They were significant in helping to articulate the potential utility of this approach from the perspective of the
participants.

The synthesis of the results of the various components of the study, as well as what was
hermeneutically revealed in the spaces and questions raised in the juxtapositions of these parts (in the in-
between of the methods), is summarized and elaborated in the final discussion Chapter Nine of this thesis. In
addition to critically appraising the clinical utility and validity of the Azima Battery, the interpretive
framework for clinical reasoning and case formulation is firmly resituated within phenomenological and
hermeneutic traditions. This raises serious questions about: (a) epistemologies for evaluation in mental health,
(b) the contribution of occupational therapy to the reserved act of medical diagnosis (Office of Professional
Otrders in Quebec, 2013), and (c) the ontology of psychosis within the clinical reasoning of recovery-oriented

evaluation encounters.
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FIGURE 4.1: STANDARD SETUP OF THE AZIMA BATTERY

(Tallant, 2002)
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Chapter Five (manuscript)

“It wonld be a shame to lose them”
A Critical Historical, Scoping, and Expert Review on the Use of Projective Assessments in
Occupational Therapy. Part I.
Zafran, H. & Tallant, B.
Published in the journal Occupational Therapy in Mental Health, 170l 33(3), 2015, 187-210
(bttp:/ | www.tandfonline.com/ doi/ full/ 10.1080/0164212X.2015.1065538)

5.1. Abstract

Projective assessments have a long history in occupational therapy, yet their relevance may be
questioned. This first paper reviews the clinical utility of projective assessments by providing a critical history
of their development followed by a scoping review of the current evidence. The second paper outlines the
opinions of nine experts in this field. Through this comprehensive process conceptual and methodological
issues are articulated in order to suggest educational and clinical guidelines, and future research avenues. The
place of projective assessments in occupational therapy is demonstrated as a salient specialty area of practice

in the current evolving landscape of mental health.

Keywords

Expressive assessment, evidence-base, epistemology, therapeutic evaluation, psychiatric discourse
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5.2. Introduction

There are vast changes currently occurring in mental health practice across Canada (Mental Health
Commission of Canada, 2012), and the world(World Health Organization, 2012), which call for a mental
health practice that is recovery-oriented, accessible, and empowering (Leamy et al., 2011). In this context,
priority is given to approaches that value the individual’s experience, culture, and voice, the quality of
therapeutic relationships, the nature of engagement, and non-technological approaches to foster
these(Bracken et al., 2012). Therefore, all disciplines are called to appraise their procedural tools in light of the
evidence-base for these practice philosophies and values(Kirby & Keon, 20006; Petrova et al., 2000).

Projective assessments are the earliest theoretically informed and formalized therapeutic evaluation tools
for occupational therapy in mental health. Occupational therapy evaluation tools using creative media were
called ‘projective’ based on the underlying belief that the person “project[s| his or her personality into task
performance”(Bruce & Borg, 2002, p. 95). The potential space for projective assessments in the current
landscape of mental health may lie in their non-threatening, activity-based approach to evaluation and
therapeutic engagement. “Creative or expressive arts assessments ... enable therapists to enter the patient’s
subjective world more successfully and, above all, to communicate in greater depth with the patient and
thereby build an empathic alliance”(Reynolds, 2008, p. 82). Such an approach elicits biographical information
as well as an understanding of the client’s personal meaning, which are both emphasized in recovery(Slade,
2009). The use of a projective assessment is particularly salient in the provision of recovery-oriented care to
people whose expressive or communicative ability is compromised by illness, stigmatizing or traumatic
experiences, or power differentials inherent in health care.

Although projective assessments have been in circulation for a long time, and hold useful possibilities in
clinical practice, the use of formalized expressive media in evaluative activities is no longer as present in
North American occupational therapy clinical practice (Schmid, 2004). Further, there is very little current
research on these types of projective assessments and/or their clinical use (Reynolds, 2008). The aim of this
two-part paper is to critically examine the historical, scientific and clinical basis for projective assessments.
This is done with the clinician, researcher, and student in mind in order to contextualize and make
contemporary how projective assessments are clinically used, appraised, studied, and taught in occupational
therapy.

This review is composed of four sections. In this first article (I) we provide an overview of projective
assessments and theory, a critical summative history of their entry into the domain of occupational therapy,
and their perceived current status in clinical practice; followed by (II) a description of a formal scoping review
of the evidence-base for occupational therapy projective assessments, where the results are interpreted in light
of the broader field of research on projective tests as well as methodological issues in the research. In the
second article we (I11) outline and reflect on the opinions of nine experts who were interviewed on the
clinical use of, and educational requirements for, projective assessments in occupational therapy.

Philosophical, clinical, and methodological issues that have remained tacit over time are identified and
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clarified throughout these three review sections. (IV) Finally, the reader is offered a comprehensive and
critical synthesis in a discussion of future challenges and applications. Guidelines are suggested for
psychosocial occupational therapy curricula, clinical practice, and research avenues for the ongoing

development and use of expressive projective assessments in occupational therapy.

5.3. Section 1. Projective assessments in occupational therapy
5.3.1. A brief introduction to projective assessments

The use of projective techniques in the human sciences can be traced back to 1895(Rabin, 1981),
1879 (Lilienfeld et al., 2000) or even 1876 (Kramer & Iager, 1984). Projective techniques were initially based
on perceptual theories of cognition, and then on psychodynamic formulations of personality development.
The term was first used in 1938 (Murray & Morgan, 1938), at which point the Rorschach Inkblot Test had
already been in academic circulation for 17 years (Rorschach, 1921). For the purposes of reader clarification, a
glossary of terms used in this domain is provided (see Table 5.1.).

< Table 5.1.>

Projection is the process of attributing qualities, feelings, attitudes and inspirations of one’s own onto
objects in the environment. Also, it includes the interpretation of situations and/or events by reading into
them our own experiences and feelings, particularly when they are ambiguous, lacking in social referents, or a
right or wrong answer or behaviour(Mosey, 1986). Projection is based on the assumption that people tend to
view the world in an anthropomorphic manner. In so far as this view is colored by personal and cultural
history, personality, and defensive or pathological traits or states, their projections will give clues into their
intra-psychic functioning (Hammer, 1981)and what matters to them.

The creation and use of various projective tests and therapeutic approaches in psychiatry increased
exponentially in the 1940’s and 1950’s, including in occupational therapy(Beran, 1955; Friedman, 1952; Vogel,
Hanke, Miller, & Smith, 1950). This was accompanied by the attempt to formalize projective techniques in
occupational therapy (e.g. Friedman, 1953; West, 1959). The first published standardized projective
assessment in occupational therapy was the Azima Battery in Canada(Azima & Azima, 1959). This was
reported in parallel with publications in the United States by Gail and Jay Fidler on occupational therapy as a
diagnostic and evaluative process (Fidler & Fidler, 1954, 1963). The Fidlers created a Diagnostic Battery
(Fidler, 1968)and later the Activity Laboratory(Fidler, 1982). A multitude of projective assessments now exist
in psychology, art therapy, and occupational therapy.

“The essential feature of a projective technique is that it evokes from the subject what is in various
ways expressive of his private world and personality process” (Frank, 1948, p. 47). The characteristics of a
projective tool that elicit this rich insight into a person’s world are: the ambiguity of the presented stimulus
(e.g. inkblot, clay), the interviewee’s freedom of responses, and holistic-ideographic interpretation, that is, an
analysis of the ‘whole’ projective protocol (content, structure and process) that is individualized (Hammer,

1958; Lindzey, 1961; Rapaport, Gill, & Schafer, 1968). Projective assessments vary in the type of stimulus
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(visual, media, instruction) and response (verbal, graphic, artistic) that they require of the participant, as well
as the manner of test interpretation (numeric scoring vs. content-qualitative analysis). The following are the
five types of projective assessments(Lindzey, 1961):

1) Association Techniques where the participant verbally associates to a visual stimulus e.g. Rorschach
Inkblot Test (Rorschach, 1921).This is reported to be the only projective tool which meets the full
projective test criteria (Rapaport et al., 1968)

2)  Construction Technigues where the participant is requested to either construct a narrative in response to
a pictorial vignette e.g. Thematic Apperception Test (TAT)(Murray & Morgan, 1938) or construct a
specific drawing such as a Human Figure Drawing (HFD) (Machover, 1949)

3)  Completion Technigues are usually based on the participant verbally completing the start of a sentence or
story e.g. Sentence Completion Test (SCT) (Loevinger & Wessler, 1970)

4)  Choice/ Ordering Technigues require the arrangement of themed pictures e.g. the Szondi Test (Szondi,
Moser, & Webb, 1959)

5) Expressive Technigues, such as painting, psychodrama and free drawings that stimulate creative
expression and emotional reactions e.g. finger painting (Alleyne, 1980), Magazine Picture
Collage(Lerner, 1979)

Types 1 and 3 require exclusively verbal responses from the participant; types 2, 4 and 5 require
motoric involvement and some construction, free creation and open-ended discussion. From an occupational
therapist’s perspective type 5 assessments have an obvious advantage because of the client’s involvement in
an activity and the opportunity to observe their performance process. Expressive assessments are the
predominant type of projective tool that were selected and developed in occupational therapy.

Projective materials have been used as evaluations in psychiatric occupational therapy to aid in
psychiatric diagnoses and case formulation as well as change detection (Azima & Azima, 1959; Buck &
Provancher, 1972; Fidler & Fidler, 1963), to uncover mental processes(Llorens, 1967), to determine the
appropriate therapeutic activity (Androes, Dreyfus, & Bloesch, 1965), to formulate treatment
objectives(Goodman Evaskus, 1982), and to engage the client in a therapeutic rapport (Reynolds, 2008).

The therapeutic value of projective assessments was recognized very eatly on(Azima & Azima, 1959).
The process that arises in an expressive projective evaluation elicits the projection of the client’s internal
states in terms of their performance and final object creation. This initiates a therapeutic awareness in the
client as he/she is confronted with the real objects that they have created(Saint-Jean & Desrosiers, 1993).
Projective assessments may be used individually or in a group format to facilitate clients understanding of
themselves, and to communicate with the occupational therapist and others (Eklund, 2002; Fidler & Velde,

1999; Lloyd & Papas, 1999; Reynolds, 2008).
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5.3.2. The emergence of projective assessments in occupational therapy: A multiplicity of reasons

Much has been written about the psychodynamic roots of projective techniques in occupational
therapy, which primarily emerged during the ascendancy of both Freudian and object-relation theories and
practices in psychiatry (Thompson & Blair, 1998). The clinical reasoning underpinning expressive projective
techniques in the 1950’s is best expressed by leaders in the field: “Categorical diagnosis and prognosis should
be known but are not necessarily of great importance within themselves. Diagnosis in terms of
psychodynamics is of far greater importance” (Fidler & Fidler, 1954, p. 25). Bruce and Borg explain that this
is an understanding of the client’s attachment or relational style, emotional functioning, sense of self, layers of
motivation and ego functioning, which all enable and affect occupational performance (2002).

Expressive media combined with projective theory afforded a psychological window into a client’s
internal world that would not be accessible otherwise. This led to the premise that one of the key roles of
occupational therapy in mental health is to provide activity-based approaches to aid in diagnostic and
functional evaluation (Fidler & Fidler, 1954, 1963). In addition, the interpretive lens provided by projective
theory for the analysis of activity performance took on implications for non-expressive activities and other
occupations as well (Fidler, 1957; Fidler & Velde, 1999; Rhéaume, 2000).

Certainly, object-relations theory is now a viable conceptual model for occupational therapy practice,
and has been developed across time into an occupation-specific clinical and research base (Cole, 2005, 2011;
Eklund, 2000; Mosey, 1970). It is also useful, however, to take a more critical stance towards this history,
especially in the context of a female-dominated profession trying to validate its existence while experiencing
sociopolitical tugs from various directions (Friedland, 2011; Peters, 2011). Published historical data reveals
that during the 1950’s the role of occupational therapy in mental health was simultaneously being both
questioned and articulated in Canada (Azima & Wittkower, 1957)and the USA (Fidler, 1957). This was
occurring because of the impetus for occupational therapy to align itself with medicine and its focus on
disease and impairments (Friedland, 2011).

A Canadian government funded partial field survey of mental health professionals highlighted the
lack of theory and educational knowledge of occupational therapy in psychodynamics and object-relations
theory, as well as their pootly perceived inter-professional standing with psychiatrists (Azima & Wittkower,
1957). In the USA, the results of a national survey of 128 hospitals and expert consensus led by the American
Occupational Therapy Association (AOTA) were published examining the roles and methods of practicing
occupational therapists in their contribution to psychodynamic case formulation (West, 1959). As with the
Canadian survey, the AOTA also noted that occupational therapists were spending much time observing and
interacting with their patients yet this information was not being elicited by psychiatrists or framed in a useful
manner. Of note was the ongoing caveat that occupational therapy’s focus is not on diagnosis of psychiatric
illness but rather on understanding the “patients needs...[and] the degree of health” (West, 1959, p.132).

Gail Fidler advocated for occupational therapy to develop training and language in order to “increase

one’s ability to state more specifically what can be achieved in occupational therapy and thus increase the
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potential for communication with other disciplines” (Fidler, 1957, p. 9). In an interview with Dr. Fern
Cramer-Azima, co-author of some of these early Canadian studies and publications, she explained that among
the mental health disciplines at that time occupational therapists were lowest in terms of interdisciplinary
professional regard, and that the aim was to find ways of including occupational therapist’s perspectives and
clinical observations within the psychiatric team: “Object-relations was the name of the game. ..and they [occupational
therapists| were spending many more hours with patients than anyone else so therefore they nust have knowledge that niust be
tapped” (Cramer-Azima, 2012).

A specific first step identified By Dr. Hassan Azima (a psychiatrist and psychoanalyst) and his wife
Dr. Fern J. Cramer-Azima (a psychologist), was the lack of standardized, occupational therapy-specific
evaluation tools in order to provide useful data about a patient’s functioning,.

“There was no standardized way of OT interviewing from the emotional point of view, they [occupational therapists] were using
physical approaches” for evaluating daily functioning ... Projective media were used to “establish rapport, or to
Jacilitate translation into action. It was an available way to tackle what was going on in the schizophrenic mind” (Cramer-
Azima, 2012).

Clinical observations made by the research group at the Allan Memorial Institute in Montreal,
Canada, led to the development of both a dynamic theory for occupational therapy (Azima, 1961; Wittkower
& Azima, 1958)as well as the development of the Azima Battery(Cramer-Azima, 1982). The aim of the Azima
Battery is both diagnostic (in terms of psychodynamics) as well as to provide a therapeutic function. The
Diagnostic Battery developed in 1964 (Fidler, 1968)used similar tasks to the Azima Battery, however, the
attendant Outline of Evaluation was less psychoanalytical in orientation placing more emphasis on the
production process and psychosocial communication. In 1965, Gail Fidler developed the Activity Laboratory
for teaching and diagnostic purposes. The purpose was to elicit personality styles of performance as well as to
promote the individual’s self-awareness of how their responses are associated with daily performance of
activities (Fidler, 1982; Fidler & Velde, 1999). Both the Azima Battery and the Activity Laboratory consist of
five tasks in multiple media yet with different evaluative aims: The Azima Battery is intended to evaluate
psychodynamic functioning while the Activity Laboratory is designed to assess domains such as motor,
cognitive and social behaviors (Hemphill, 1982a).

Thus, the emergence of expressive projective assessments in occupational therapy occurred based on
naturalistic evidence of what occupational therapists were actually doing and achieving, an activity-specific
clinical rationale, as well as a professional-political context in which using the theories and terminologies of
psychiatrists and psychologists legitimized this approach. An additional issue worthy of note was the potential
for activity-based projective assessments steeped in psychodynamic theory to bring occupational therapy in
mental health beyond a uniquely recreational focus and to place it on a par with occupational therapy in
physical medicine and rehabilitation. This led to expanding curricula, clinical, and research foci to include the

interpersonal and emotional dimensions of occupational and vocational functioning(Fidler, 1957). Guiding
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the education and research of occupational therapists towards the predominant psychodynamic paradigm in

psychiatry was both a theoretical as well as a strategic choice.

5.3.3. Contemporary practice

As biological and cognitive psychiatry have firmly taken over North American practice, the past two
decades have seen a loss of expressive projective evaluations as an expertise integral to occupational therapy
(Steward, 1996). This has occurred both in evidence-based occupational therapy curricula that streamline into
entry-level MSc. programs, and in clinical practice. Another influence has been the devaluation of
psychodynamic theories, with the rise of cognitive-behavioral therapy in psychiatry and its focus on the
verbal, conscious and rational in adaptation (Thompson & Blair, 1998; Yakobina, Yakobina, & Tallant, 1998);
and on clinical methods that are more amenable to quantifiable scientific research (Han Men, 2004; Lloyd &
Papas, 1999). A poignant depiction of this loss can be seen between the first and second editions of
Assessments in Occupational Therapy Mental Health: An Integrative Approach(Hemphill, 1982a; Hemphill-Pearson,
2008)— a key teaching text. In the 25 years between both editions, eight chapters and 15 appendices on
projective assessments, including rich case material and images, were diminished to one summative chapter
entitled ‘Expressive Media’(Reynolds, 2008). This is particularly notable as the editor herself had created a
self-named projective evaluation process for occupational therapy, the BH Battery (Hemphill, 1982b).

Further, a similar de-emphasis can be seen between the first (Asher, 1989)and second edition of
Asher’s Occupational Therapy Evalnation Tools: An Annotated Index (Asher, 1996). The section on psychosocial
evaluations in the first edition includes three projective assessments, the BH Battery, Goodenough-Harris
Drawing Test (Harris, 1963)and the House-Tree-Person Technique (Buck, 1970). The second edition does
not have a psychosocial section and only includes one projective assessment, the Goodenough-Harris
Drawing Test, reclassified as a cognitive assessment. Overall, the assessments selected for the 1996 edition
reflect the then current theoretical frameworks of practice, which include behavioral and cognitive behavioral
therapy, and the Model of Human Occupation (Kielhofner, 2008). The majority of the tests mentioned use
standardized checklists to note observed behaviors and performance and self-ratings of self-esteem.

Certainly the practices and tools in psychiatric rehabilitation have expanded enormously with the
shift towards community-based psychiatry, quantifiable evaluation tools, and evidence-based practice. In such
a landscape concerned with outcomes, advocacy and policy (Mental Health Commission of Canada, 2012)the
use of expressive media may seem frivolous and archaic. In occupational therapy, however, regret has been
expressed about the loss of expressive approaches (Harris, 1997; in Thompson & Blair, 1998). More broadly
speaking, the importance of subjective experience in the shaping of performance, satisfaction, and therapeutic
outcomes, and even more so, the primacy of experience in meaningful occupation(Hammell, 2013), has taken
an increasingly explicit place in articulating conceptual models for practice (e.g. Kielhofner, 2008) and
occupational research methodologies (e.g. Cook, 2001; Hammell, 2007; Park, 2012). In fact, in contemporary

practice and terminology, expressive projective assessments offer a ‘window’ into the person’s lived
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experience, values, and occupational identity, “a sense of who one is and wishes to become” (Kielhofner,
2008, p. 106). They also offer a window for therapeutic engagement and clinical utility in the rehabilitation

process (e.g. Zafran, Tallant, & Gelinas, 2012)

5.4. Section I1. Published evidence for projective assessments in occapational therapy

Given the rich historical roots, and potential clinical utility of occupational therapy projective
assessments in recovery-oriented and occupation-focused approaches, a formal scoping review was
conducted. Scoping reviews are used to explore and summarize the nature of research activity in a given

domain of inquiry, as well as to identify gaps in existing knowledge (Arksey & O’Malley, 2005).

5.4.1. Search Question

What is the published evidence to date on the use of projective assessments as an evaluation process
in psychosocial occupational therapy? Of interest in this scoping review was the level of evidence, client
populations, and how projective assessments were, and are currently, used in occupational therapy. For a
listing of specific occupational therapy projective assessments, the reader is referred to the first edition of The

Evaluative Process in Psychiatric Occupational Therapy(Hemphill, 1982a).

5.4.2. Search Strategy

The following databases were searched on June 3-5, 2012, and May 29, 2015. These databases were
searched both individually and in composite form: PubMed, PsycInfo, MedLine, HAPI, CINAHL, Web of
Science, EBSCO, ASAP, SCOPUS, FRANCIS, ARTStor, ERIC, and BIOSIS. No restrictions were placed on
publication dates. The following key words were used individually and in a combined manner: occupational
therapy combined with each of projective, projective techniques/tests/assessments, expressive
media/att/activity, and arts-based assessment. The addition of qualifiets to “expressive” and the term “arts-
based assessment” did not yield further results in the first six databases (less than eight per database) and were
duplicates. Hence these were subsequently dropped from the ongoing search strategy which focused
exclusively on ‘occupational therapy and projective’, and ‘occupational therapy and expressive’ as keyword
combinations in any field.

The total number of articles found in this manner was 1493, with an estimated 60% duplication rate
across databases. An additional 47 articles were added to the results via a hand search of the reference lists in
the book chapters and articles cited in the first section of this paper. As well, a specific search by name of
researchers known to have worked and/or published in this domain (projective techniques or psychodynamic
approaches to evaluation in occupational therapy) was conducted in the first six databases listed above, with
an addition of a further pertinent four articles for a total of 1544.

These 1544 articles were deleted for duplications (n=985), and the resultant 559 articles were

searched by title and abstract and sorted by the first author based on the following criteria:
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Inclusion criteria: Articles were kept if they were research studies or conceptual papers on the use of
projective media as an evaluation approach in occupational therapy with clients of any age or diagnosis. Both
English and French papers were included.

Exclusion criteria: Articles on projective tests or assessments in psychology or art therapy were not included.
Occupational therapy studies examining the use of projective or expressive therapy, or art as therapy or
rehabilitation were also excluded from the final count (n=41). These two sets of excluded articles were
maintained in two separate bibliographies to further contextualize the findings.

A final count of 28 English-language empirical articles on projective assessments in occupational
therapy published between 1950-2015 were identified, of which 24 relate to the development of projective
assessments and four use a projective assessment as an outcome measure (see Figure 5.1). These 28 were
retained for critical appraisal and qualitative review. Figure 5.1 further outlines the number of conceptual or
theoretical papers found and retained on the topic (n=13). Four literature reviews on projective techniques in
occupational therapy were obtained. These four broad reviews on the use of expressive media in occupational
therapy have been referenced in Part I of this paper and are re-summarized here as follows: (1) an
unpublished thesis dissertation reviewing the use of arts in occupational therapy groups in mental
health(Kavanagh, 1994); (2) a research project conducted for a graduate-level evidence-based practice
symposium at the University of Puget Sound, openly available online(Han Men, 2004); (3) a historical and
conceptual review contextualizing the shifts in paradigms and clinical psychiatric practice which have
influenced the use of arts in occupational therapy(Thompson & Blair, 1998); and, finally, (4) an evidence-
based critical appraisal of the use of expressive media by occupational therapists in mental health settings that
used a convenience sample of 16 articles published between 1984-1994. These articles were found through a
hand search of occupational therapy journals available at the authors’ university library (Lloyd & Papas, 1999).

<Figure 5.1.>

An overview of the results of the scoping review is also provided in a chronological graph (see Figure
5.2.). This graph illustrates the historical rise and fall of projective assessments as described above. Empirical
research on expressive assessments peaks in the 1970’s with a steady decline as paradigm shifts occur towards
biological and cognitive psychiatry. Expressive therapies follow behind projective assessments and peak in the
1990’s just prior to the legitimate creation of art therapy as a formal profession (see Edwards, 2004). The
relative lack of conceptual work and theoretical advancement on the administration, utility and interpretation
of occupational therapy projective assessments after the 1950’s is highlighted.

<Figure 5.2.>

5.4.3. Scoping review findings: Summary and critical appraisal
To our knowledge, this is the first methodologically rigorous scoping review (as per Levac,
Colquhoun, & O’Brien, 2010)conducted on the evidence for the use of projective assessments in

occupational therapy. It is unfortunate that in spite of several calls for the use of expressive assessments and
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the first person-perspective in occupational therapy this scoping review cannot add much further to the four
literature reviews on the topic, hence only a brief summary will be given here. This will be followed by a
critical analysis and outline of the issues relevant to the scientific status of occupational therapy projective
assessments.

Earlier text and journal publications between 1950-1980 were focused on establishing a theoretical
foundation for the use of projective techniques from the psychodynamic perspective of the client relating to
both the media and the occupational therapist (Fidler & Fidler, 1963; Lawn & O’Kane, 1973; Llorens, 1967;
Malcolm, 1975; Miller, 1970; Weinroth, 1955). Research from this time period examined the development of
assessments such as the Azima Battery (Azima & Azima, 1959) and other Diagnostic Batteries (Androes et al.,
1965; Fidler, 1968). Researchers attempted to demonstrate the diagnostic and therapeutic use of projective
assessments with a neuropsychiatric population across the lifespan (Llorens, 1963; West, 1959). These studies
were based on naturalistic clinical reasoning and small sample case-based clinical observations. They were
conducted in the domain of psychiatry, in the era of institutional and day care programs, with amorphous
distinctions between medical diagnostic, occupational evaluative, and therapeutic aims.

A wide variety of media were used in evaluations, ranging from single to multiple media approaches.
Common examples include magazine picture collage(Buck & Provancher, 1972), drawings (Sheffer &
Harlock, 1980), finger paint (Alleyne, 1980; Vogel et al., 1950), clay, and sculpture(Azima & Azima, 1959;
Shoemyen, 1970). These studies are almost exclusively presented within an object-relations frame of
reference. Only a handful of studies attempted to examine the psychometric properties of projective
assessments. These studies used simple pre-post or correlational test designs, or straightforward expert
judgment -based discriminant validity. Sample sizes ranged from 10-150, with or without matched controls
(Bendroth & Southam, 1973; Lerner, 1979; Lerner & Ross, 1977; Menks, 1973). A small number of attempts
in the 1980’s and 1990’s were made to increase scientific rigor by shifting away from psychodynamic to more
cognitive-perceptual or activity-based checklists and positivist measurement (e.g. Polatajko & Kaiserman,
1986). Clear summaries and critical appraisal of these can be found in Lloyd & Papas (1999) as well as Han
Men (2004). No studies were found prior to 2004 that were not identified by these two reviews, and only a
further three were found for the years 2004-2015.

While the historical bias in occupational therapy practice has been to use projective assessments in
mental health settings, none of the three most recent studies are in the domain of psychiatry. One is a
qualitative study (N=7) exploring typical children’s understanding of time in relation to daily occupations
through the use of drawings, interviews and rating scales(Minkoff & Riley, 2011). This study found that
children preferred to represent their daily occupations through drawing rather than talking. The drawings
were then elaborated upon with interviews. This data was corroborated by standardized rating scales, yet the
qualitative drawing and interview approach gave richer, more in-depth, data about the children’s temporal

experience of daily occupations.
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The other two studies atre larger scale quantitative designs aimed at test validation. One study
provides discriminant validity for the use of the human figure drawing as a screen for unilateral neglect in a
neurological setting with 161 participants (51 participants with a stroke and 110 age-matched controls). The
study correlates the classification scheme of the drawings with performance in activities of daily living(Chen-
Sea, 2000). The final study developed and validated a scoring system for anxiety and depression also for a
figure-drawing test, and demonstrated convergent validity with gold standard measures in a sample of 323
college students (Li, Chen, Helfrich, & Pan, 2011).

Opverall, in terms of the quality of the evidence to date, the articles were graded along the convention
that a level 1 study is of the highest quality in terms of study rigor and generalizability, down to a level 5,
which is based on expert opinion with critical appraisal (Centre for Evidence Based Medicine, 2009). The
current level of evidence for projective assessments in occupational therapy is at a level 2b, with the majority
of research falling between levels 3-5. It is worth mentioning that the latter two most recent health
measurement studies using figure drawings are at a level 1 of quantitative research evidence. At this point in
time, while it may be superficially stated that there is an overall Grade B recommendation for the use of
projective assessments (there is fair scientific evidence), it may be more accurate to suggest a Grade C
recommendation. That is, to consider their use dependent on individual considerations. This is because, in
addition to the small number of studies, the research is particularly difficult to generalize because of a wide
heterogeneity in study populations, the specific occupational therapy projective assessment used, variability in

study design and quality, and particularly methodological orientations.

5.5, Discussion: Reviewing the literature through a broader lens

Very eatly on leaders in occupational therapy advocated for multi-disciplinary practice and on sharing
and building knowledge with others who use projective techniques (Fidler, 1957), such as art therapists and
clinical psychologists. In clinical psychology, the use of projective techniques is almost exclusively in the area
of formal testing rather than therapy. The projective tests used and studied in psychology are of the verbal
association and construction (pencil drawings) varieties. There is an impressive body of rigorous research and
journals dedicated to the topic, such as the Journal of Personality and Projective Technigues. In spite of the initial
excitement over projective tests, and their current continued clinical use internationally (Piotrowski, 1984;
Piotrowski, Keller, & Ogawa, 1993), empirical findings to date demonstrate highly mixed results for
association and construction techniques(Garb, 2003; Singer, 1981). This positivist research was aimed at
improving the standardization of test design, the development of theory-driven scoring manuals, empirical
hypothesis-testing, and the establishment of norms with large sample sizes early on. The best known is the
study on the Rorschach Inkblot Test (N=600) and was reported by Exner in 1974.

Rather than delve into the details of this large body of research, greater interest is placed here on the
methodological and philosophical controversies that are better articulated within psychology as compared to

occupational therapy about projective assessments. The main issues are (a) general questions around

43



diagnostic validity in psychiatric practice, and (b) the question of the relationship and rapport between the
examiner and the interviewee. These two issues pertain to a critical understanding of the scoping review
findings, and are summarized as follows.

If the primary clinical purpose is diagnosis, then this ties into critical questions about the nature of
mental illness, diagnostic categories and classifications, their etiology, cross-cultural validity, and debates
across time about the methods and psychometrics of diagnostic methods (Meehl, 1986; Phillips et al., 2012).
This also begs the question, not just about the quality of studies prior to the mid-1980’s, but also to their
comparability to studies after 1984. A primary consideration is that the Diagnostic and Statistical Manual
(DSM) underwent a radical shift in orientation from a psychodynamic theory to a purportedly atheoretical
observable, behavioral approach during that time (American Psychiatric Association, 1984). With the
publication of DSM-5 in 2013, debates over what actually constitutes mental illness continue to be heated
(Phillips et al., 2012).

Art therapists, similar to occupational therapists, use a mix of construction and expressive projective
tests. A meta-analytic review of assessments in art therapy was published recently(Chirila & Feldman, 2012).
Their conclusions reference occupational therapy work (Heine & Steiner, 1986)and find that in art therapy, as
in occupational therapy, the variety of assessments across 93 studies is wide ranging and, therefore, it is
difficult to aggregate the findings. As well, 41 of these studies are based on clinical observations and
reflections rather than rigorous research designs. This is similar to the situation in occupational therapy
during the period 1950-1980, as art therapy has only, in this century, established a scientific orientation
(Edwards, 2004).

What is especially significant in this particular reviewed body of research is that the theoretical focus
in art therapy is an objectifying psychodynamic one. That is, the interpretation process in art therapy
assessments secks out signs and symbols that can be reliably and validly read for their unconscious or
diagnostic meaning. This is a divergence from the occupational therapy approach to projective assessments
which very early on followed the premise that “[plhenomenological evaluations are preferred over symbolic
interpretations, unless clear associations are given by the client” (Cramer-Azima, 1982, p. 59). When asked in
an interview what she meant by this, Dr. Cramer-Azima explained that: “I7 is better for the patient to describe the
experience they had, otherwise you shortcut the process. . . you have to let their narrative develop. . ..Symbols are just a shorteut”
which may not necessarily represent the client’s world or experience, and result in misinterpretation (Cramer-
Azima, 2012).

The authors of the literature reviews in this domain of occupational therapy have all pointed out the
discrepancy between (a) an exclusively quantitative research design that uses a scoring system based on
symbolic content and quantification of behavioural performance, and (b) a clinical approach that relies on
therapeutic rapport and the qualitative interpretation of an individual’s lived experience as elicited and shared

during a projective evaluation (Han Men, 2004; Reynolds, 2008; Thompson & Blair, 1998).

44



In projective assessments used by occupational therapists, the content, structure and process of
creating objects and associations are all deemed meaningful and are interpreted qualitatively. Communication
and understanding are enhanced because the participant verbalizes his own symbols and projections.
Expressive projective assessments are “distinct from other projective techniques in that the temporal
sequence of the process involves therapeutic as well as diagnostic values... The effectiveness on which it [self-
expression by the participant] is so depends to a very great extent on the skill of the therapist” (Napoli, 1951,
p. 387). Anastasi stated that projective assessments “serve as supplemental qualitative interviewing aids in the
hands of a skilled clinician” (1982, p. 590).

In terms of the relationship between the examiner/therapist and interviewee/client, “[i]t would be an
injustice to our patients to pretend that our clinical observations are completely objective” (Miller, 1970, p.
201). The interpretation of projective material is necessarily a subjective and qualitative process, which is the
reason why quantitative approaches flourished in both psychology and to a lesser extent occupational therapy,
to “safeguard” the objectivity of projective tests (Rapaportt et al., 1968, p. 227; see also Ritzler, 1995).

This positivist approach is not consistent with the original theories upon which projective tests, especially
expressive techniques, were based(Frank, 1948). “The primary legitimate use [of projective techniques] is
non-psychometric; an interview focused on growth in various contexts” (Dana, 1975, p. 563). When these
assessments are interpreted in a qualitative manner rather than being quantitatively scored, they offer special
value to the clinical process(Anastasi, 1982). The therapist-interviewer was conceptualized as having to be
qualified, with an expertise based on clinical experience, to interpret what patients made and said (Hammer,
1958; Llorens, 1967; Machover, 1949). Further, it was necessary to be able to understand how the therapist’s
own projections and reactions might affect the assessment and interpretation process (Alleyne, 1980; Azima
& Azima, 1959).

In an eatly attempt to understand contradictory results in determining the diagnostic discriminant
validity of projective drawings, Schmidt and McGowan studied the clinician-judges as opposed to the
participants and their productions (1959). They found clinician-judges used different reasoning processes in
interpreting the drawings: one group was labeled “cognitive” and used specific isolated signs to interpret
drawings in a ‘scientific’ and ‘intellectualized” manner. The second group was labeled “affective” and used an
impressionistic, overall meaning and feeling approach to drawing and overall evaluation interpretation. It was
the‘intuitive’ group that was able to successfully diagnostically sort the drawings, not the cognitive group,
leading the authors to conclude that the type of clinical reasoning style significantly changes study
results(Schmidt & McGowan, 1959). This echoes distinctions in procedural-deductive and narrative-
interpretive clinical reasoning processes of occupational therapists (Mattingly, 1998b). With the exception of
one study in occupational therapy (Tallant, 19606), the question of the relational process between the
occupational therapist and the client has not yet been addressed in the research.

In terms of the limitations of this scoping review, it is likely that there may be further publications of

interest that were not captured by this search. For example, if studies were published in non-occupational
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therapy journals without the use of ‘occupational therapy’ in the title, abstract or keywords; or if a projective
assessment was used as an outcome measure for a study but once again was not identified in the title, abstract
or keywords (e.g. Bell & Stein, 1991; Levine, O'Connor, & Stacey, 1977). Conference proceedings were
referenced in articles but did not come up in the online search (e.g. Beran, 1955; Tallant, 1966). In addition,
expressive media with standard administration that are defined for use as an intervention modality, such as
the Tree Theme Method (TTM) (Gunnarsson, Jansson, & Eklund, 2006) did not meet inclusion criteria.
However, the first opening session of the TTM is described as an expressive evaluation. Another example of
an evaluation not captured by this literature search would be the Kawa Model (Iwama, 2006). The Kawa
Model was not developed as a projective evaluation, nor does it offer an observation of performance with
unstructured expressive media, yet it certainly facilitates communication through symbolic and visual
representation. Finally, discussions about projective evaluations embedded in occupational therapy studies
focusing on object-relations or psychodynamic theory may not have been identified (for examples see

Eklund, 2002; Eklund & Nilsson, 1999).

5.6. Concluding on the evidence to date

Through a critical tracing of the history of projective assessments and a rigorous scoping review of
their scientific status, the epistemological and methodological challenges of studying projective assessments
across shifting discourse in psychiatric practice have been highlighted. In part II of this paper, the findings of
a qualitative study exploring the opinions of occupational therapists, deemed to be experts in the use of
projective assessments, are presented. This is because a key element of the challenges identified herein is the
focus on the notion of being an ‘intuitive’ or ‘skilled” evaluator, and the relational dimension inherent in
conducting and interpreting projective assessments.

The use of projective assessments in occupational therapy has remained a minor yet consistent
presence in occupational therapy literature across decades and domains of clinical and research practice. This
may be attributed to the romance of the arts, the nostalgia for an era of practice, a healthy respect for a rich
history, and to the experienced clinical utility of projective techniques for both assessment and treatment. The
literature reveals that although small, the conceptual base for the clinical use of projective assessments in
occupational therapy has evolved from an exclusively top-down application of object-relations theories in the
1950’s to a more eclectic, client-centered, humanistic and relational approach. Further research is needed to
explore the educational preparation, clinical reasoning and skills required to enact this approach, and to

validate the ongoing clinical utility of projective assessments in occupational therapy.
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TABLE 5.1: A GLOSSARY OF TERMS FOR PROJECTIVE ASSESSMENTS

Term Description

Projective Global term used for assessment and treatment approaches that involve the use of
techniques vague or ambiguous unstructured tasks

Projective A personality test based on projective theory, with extensive psychometrics and

test norms

Projective An instrument or battery (series) of standardized tasks based on projective theotry,
assessment without norms or psychometrics

Expressive Projective assessment used in occupational therapy involving the standardized
assessment administration of creative tasks with various media

Projective The unfolding session as a whole process which includes the quality of therapeutic
evaluation rapport and the client’s ability to integrate feedback

Object or What the client makes as part of the occupational therapy projective assessment, e.g.
production drawings, finger paintings, collage, etc.

Object Composition and arrangement of component parts of the object/ and the manner of
Structure organization and construction of a complex whole.

Object Theme and significance of the object to the client. It represents the meaning of a
Content particular object

Associations | What the client spontaneously says and is elicited to elaborate about the object that

or narrative

Structure of
associations

Content of
associations

Projective
material

Projective
profile

they created during the projective assessment

Pertains to the tempo and characteristics of expressed thoughts. Concerned with the
composition and organization of thought process

Attributed meaning of what the client expresses about him or herself and his or her
world

Holistic consideration of structure and content of both objects and associations

Synthesized interpretation that the therapist renders about the evaluation session as a
whole including analysis of projective material and the intersubjective process

(Anastasi, 1982; Anderson & Anderson, 1951; Asher, 1996; Azima & Azima, 1959; Hammer, 1958; Hemphill,
1982a; Lezak, 1983; Rabin, 1981; Rapaport et al, 1968; Stein & Cutler, 1998; Tallant, 2002)
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FIGURE 5.1: FLOWCHART OF RESULTS OF SCOPING REVIEW: 1950-2015
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FIGURE 5.2: PUBLICATION TRENDS, BY DECADE, ABOUT PROJECTIVE ASSESSMENTS AND
EXPRESSIVE THERAPIES IN OCCUPATIONAL THERAPY (N=86)
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Chapter Six (manuscript)

“It wonld be a shame to lose them”
A Critical Historical, Scoping, and Expert Review on the Use of Projective Assessments in
Occupational Therapy. Part II.
Zafran, H. & Tallant, B.
Published in the journal Occupational Therapy in Mental Health, V0! 33(4), 2015, 328-365
(bttp:/ | wwmw,tandfonline.com/ doi/ abs/ 10.1080/0164212X.2015.1065539)

6.1. Abstract.

Projective assessments have a long history in occupational therapy, yet their relevance may be
questioned. Part I of this paper provided a critical history of their development and a scoping review of the
evidence. This second paper outlines an interview-based qualitative study of the clinical and academic

perspectives of nine experts. Through this comprehensive two-part paper, conceptual and methodological

issues are articulated in order to suggest educational and clinical guidelines, and future research avenues. The

place of projective assessments in occupational therapy is demonstrated as a salient specialty area of practice

in the current evolving landscape of mental health.

Keywords.

Expressive assessment, professional competence, clinical guidelines, clinical reasoning, narrative reasoning
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6.2. Introduction

Expressive projective assessments are the first formalized activity-based evaluation tools in North
American occupational therapy. In these evaluations, art media is used to promote therapeutic rapport via
creative modes of expression and communication, to offer an opportunity for the observation of expressive
activity performance, to aid in diagnostic case formulation, and for change detection. Expressive assessments
were developed in the 1950’s, and were found clinically useful in both mental health and more broadly in
addressing the psychosocial dimensions of occupational issues. Yet the scientific status of occupational
therapy projective assessments has not matched their professed clinical utility. In Part I of this paper we
demonstrated that the conceptual literature in this domain of practice has named the changes in psychiatry
and the impact of this on expressive assessments. However, a critical perspective was required to address the
sociopolitical context and epistemological issues in: (i) the historical development of occupational therapy
projective assessments, and (i) the rigorous and critical appraisal of the evidence to date.

In terms of their history, the clinical use of projective tests and assessments initiated by psychiatrists
and psychologists had an underlying power dynamic whereby the therapist purportedly knew more about the
client’s issues than the client themselves, due to the therapist’s ability to ‘read’ the client’s unconscious
motivations and conflicts (Bruce & Borg, 2002). This is not a comfortable fit with occupational therapy’s
client-centered philosophy. Thus, over the years, the clinical use of projective assessments in occupational
therapy has ambivalently swung between diagnostic and therapeutic goals. Each of these goals may have
different interpretive frameworks.

Therapeutic understanding was indeed synonymous with diagnosis prior to the Diagnostic and
Statistical Manual (DSM)-11I (American Psychiatric Association, 1984). This was when both understanding
and diagnosis were based on searching for the psychodynamic ‘why’ of emotions, motivations and behavior
(Luhrmann, 2000). However, this was no longer true during the subsequent three decades of biological
psychiatry. Peters (2011) would name this an epistemological confusion, and highlight the need for a critical
historical and contextual perspective when examining occupational therapy practices. Part I of this paper
offers such a perspective.

A scoping review of the evidence for expressive assessments revealed that if one is to maintain a
relational and qualitative perspective in line with the values and clinical approaches underlying this approach
to evaluation, then one of the major challenges and avenues for studying expressive projective assessments is
to capture the clinical reasoning and interpersonal stance of ‘intuitive’ evaluators (Schmidt & McGowan,
1959). The personal and professional opinions of occupational therapists about this domain of practice has
been a source of knowledge in textbooks (e.g. Creek & Lougher, 2008; Reynolds, 2008). However, to our
knowledge, no study has explored the expert perspectives of occupational therapists about expressive
projective assessments in a methodologically sound manner. Therefore, in this paper, a complementary

avenue has been taken, shifting from evidence-based practice to practice-based evidence.
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6.3. Section I1I. Expert Opinions

Turning to expert judgment, or practice based evidence, is a useful approach when an area of clinical
practice is lacking in scientific evidence (Liberman, Samea, & Rosa, 2011). “Service providers’ individual
clinical skills, in conjunction with the accumulated experience of colleagues, provide a valuable evidence base”
(Centre for Community Child Health, 2011, p. 2). Expertise, here, is composed of extensive formal training
and practice in the specific domain of interest, with significant years of experience (Rassafiani, Ziviani,
Rodger, & Dalgleish, 2009).

6.3.1. Aim

The aim of this exploratory qualitative study was to elicit and understand the opinions of expert
occupational therapists and key individuals on the development and use of expressive projective assessments
in occupational therapy. Specifically, this study aimed to explore expert perspectives on the historical
evolution, clinical utility and clinical reasoning used in the administration and interpretation of an
occupational therapy projective evaluation. Further, this study sought to elicit opinions and beliefs about
clinical approaches and the educational preparation needed for an occupational therapist to be able to use
expressive projective assessments.

6.3.2. Sample

A purposeful selection of 6-10 occupational therapists deemed to be experts in the use of projective
assessments in mental health was targeted. Purposive sampling is used to identify informants who can
provide rich information with regards to the research question, and are selected based on the researchers’
judgment (Teddlie & Tashakkori, 2009). The criteria for expertise in this study were: (i) having lived
experience of the development of projective assessments in occupational therapy, (ii) extensive formal
educational preparation in the use of such evaluation tools, and, (iii) practice in the specific domain of interest
with greater than ten years of actual clinical experience (Rassafiani et al., 2009).

Given that the participants needed to meet all three criteria, they were sampled by word-of-mouth
within collegial and clinical networks. That is, sampling began with individuals that the first author knew met
the study criteria, and further potential individuals were identified and referred by these preliminary
participants. This form of sampling, also known as snowball sampling, is useful when the participants being
recruited may not be easy to find (Patton, 2002), such as for individuals having experienced specific,
historically and geographically constrained events.

6.3.3. Data collection

This qualitative study of practice-based evidence was conducted in the province of Quebec, Canada.
The interviews were semi-structured in an open-ended format, and explored the participants’ past experiences
with, and current opinions about, the historical, clinical, pedagogical and research aspects of expressive
projective assessments in occupational therapy. The opening questions for the interview guide were generated
with the research aim as a focus. These initial questions were refined by the first author and further questions

formally added following the first three interviews, in an iterative process between data collection and
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analysis. These opening questions (see Appendix 7) were subsequently maintained for the remainder of the
study, although the order in which they were introduced varied dependent on the unfolding of the interview
process.

The first author conducted the interviews between October 2011 and May 2012. The participants
provided verbal consent and chose whether to remain anonymous or be named. The semi-structured
interviews took place in people’s homes over shared meals, and were between two to four hours in length.
Notes were taken verbatim throughout in short hand as well as direct quotes, and reviewed immediately
following the interviews. In addition, observational notes of the tone and process of the interview were taken
as the interview unfolded, as well as in reflective memos following the interview.

<Table 6.1.>

6.3.4. Data analysis

Once all the interviews were completed, data immersion and repeated readings of the data occurred
over the summer of 2012. Qualitative analysis of the interviews was grounded in Jerome Bruner’s
conceptualization of the term ‘narrative’. He theorized that narrative was about the desire to create and
communicate meaning, placing an elicited narrative as emerging from an experience across time (Bruner,
1990, 2002). Thus, the interview narratives were interpreted taking into account the historical context
described above, and each interviewee’s own expressed values and desires in their reasoning about the use of
expressive projective assessments in occupational therapy. That is, for each participant, repeated readings of
their opinions, combined with the observational field notes, led to an understanding of what was at stake for
them (Mattingly, 2010a). The analytic process situated the participant’s perspectives and beliefs within their
described contexts of practice. This led to preliminary themes within each of the six interview questions.
Follow-up phone or face-to-face conversations took place for further clarification and confirmation of the
preliminary interpretations. After further data immersion and analysis, illustrative key quotes and stories were

sent back to the interviewees via email for verification.

6.4. Findings

6.4.1. Participants

All nine individuals who were approached agreed to participate in this study. Eight were occupational
therapists meeting the inclusion criteria while the ninth was Dr. Fern Cramer-Azima, co-creator of the first
Canadian expressive projective assessment, the Azima Battery (Azima & Azima, 1959). The eight
occupational therapists were all women with between 31 to 54 years of professional experience as
occupational therapists in mental health. Five had an MSc or MA degtee (all obtained prior to the shift to the
entry-level MSc. curricula in occupational therapy in Canada), and one held a doctorate in psychology.
Throughout the span of their careers, six were involved in university teaching, three held leadership positions

within occupational therapy professional organizations at the provincial or national level, and four were dually
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certified as both an occupational therapist and either as an art therapist or a psychotherapist. In addition to
Dr. Cramer-Azima, four of the interviewed occupational therapists had also been involved in research on
projective assessments in various ways (research supervision, part of a research reflection team, and
conducting clinical research). Half of the clinical experiences were partly, if not completely, in child and
adolescent mental health. Four of the occupational therapists continued to practice in mental health at the
time of the interviews. Of the eight occupational therapists, five remained actively involved in dialogue with
the first author throughout the process of data analysis.

In the following analysis of the experts’ narratives, the terms projective techniques, projective tests,
and projective assessments were used interchangeably by the interviewees, and therefore have not been
changed in this paper. The focus of the interviews, and the qualitative analysis remain on occupational
therapy projective assessments as defined in the Glossary in Part I of this paper (Table 2). All notable
divergence in opinions is shared in this paper, as well as conflicts openly described by the interviewees. Some
of the experts requested anonymity thus quotes were all de-identified and have been presented in an aggregate

manner.

6.4.2. Why use projective assessments in occupational therapy?
“If you need a fast way to understand people”

Diagnostic clarification, or the more subtly expressed “aid 1o case formulation” was the first statement
made by all the interviewees. They went on to explain that the diagnostic need for projective assessments in
occupational therapy had diminished over the years. Whereas they attested to the fact that one can use a
projective assessment to broadly distinguish between a person in a psychotic state compared to one in a
neurotic state or with dementia, newer finely detailed diagnostic categories may be too specific for an
occupational therapy projective assessment to capture (American Psychiatric Association, 2000, 2013). In
addition, with the advent of newer generation medications over the decades, fewer clients remain in extended
non-verbal or non-communicative states or with cognitive deterioration that precludes the ability to narrate a
personal story or complete diagnostic checklists. Yet, in spite of these changes in clinical realities, the
interviewees stated that they have continued to use projective assessments in their occupational therapy
practice.

Interviewees explained that, in practice, projective evaluations allowed them ‘% get to know a patient
better, [in order] to help him” and that an expressive projective process offered a “wonderful window into a person” or
“mirrors into their minds.” Every interviewee had at least one clinical experience to illustrate the depth of
understanding one could achieve with a client within an hour. Two of these stories were written up by the
first author and verified with the two interviewees. They are offered here as-is, rather than being paraphrased
or reported as themes, to provide richer description for the reader.

“I have a vivid memory from very long ago. I was an OT in adolescent psychiatry,

and there was this teenager who in a verbal interview with his therapist had revealed
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that he would wander the streets at night looking into the windows of people’s
homes. The psychologist was not sure if he was a danger or not. So I did an Azima
Battery with him and right away it was evident. I was sitting next to him, to the
right, like in the protocol, and he, with his hands full of clay, touched my cheeks,
like this [interviewee demonstrates slow smearing motion pulling on the
interviewer’s cheeks] and he said: “You know, youth like me can do it”. And like
that, in one hour, I knew that this was someone who could act on his impulses and

fantasies.”

“I always encouraged the students to just try using projective techniques in clinical
placements. One time, a student doing an OT placement in physical medicine had a
client with a spinal cord injury who was not communicating much, so she did a
projective assessment with him. I helped her with the interpretation, and she was
able to give feedback to the team that this client was actually experiencing psychosis
and needed to be treated. Somehow, the information had been lost that the reason
why he was in a physical rehabilitation facility was for a suicide attempt. And there
he was, in rehab, no one knowing what was going on inside him, that he was

psychotic, and he didn’t know how to express himself.”

6.4.3. How bhas your use of projective assessments evolyed over time?
“In those days we had so much to prove, not just to keep them [patients] busy. That’s still a ghost”

When asked to reflect on the historical changes that have impacted the use of projective assessments
in occupational therapy clinical practice, an honest and reflective dialogue occurred with all of the
interviewees, filled with bodily tensions, emotions and sighs. Four of them contextualized their responses in a
history not explicitly found in the published literature. They explained that, to their knowledge, expressive
assessments were not initially created for occupational therapists or for intervention planning. Rather, the
initial use of expressive media at the Allan Memorial Institute in Montreal was to provide a non-verbal
method of longitudinally monitoring the impact of treatment with patients. This was a time when patients
were treated using regressive de-patterning with electroshock, hormone or anaclytic therapies in the 19507,
and when long in-patient stays were combined with almost daily psychotherapy (Cramer-Azima, 19506).
Human figure drawings as well as finger paintings were the primary media used in a non-standardized
fashion.

The interviewed therapists had varying responses to this history, ranging from a practical attitude
towards the evolution of psychiatric practice, to outright anger at an initially psychodynamically-focused
process of reading the client’s ‘unconscious’ which places the therapist in a position of superiority and power

and “Yakes something important away from the patient”. .. “places them in an ill-role”. The interviewees went on to
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explain that they had extended their reasons for using projective assessments over the years from a purely
medical-diagnostic aim, to one of building rapport with a client with whom they would subsequently be
working. None of these expert occupational therapists had changed the original standardized set up of any of
the expressive assessments that they used, rather, it was their interviewing skills and intended use of the tool
that shifted over time.

Five of the interviewees situated their reflections in terms of the broader issues of stigma towards
persons with mental illness and the associated stigma of working as an occupational therapist in this
(psychiatry) area of practice. This ‘associative stigma’ (Krupa, 2008) emerged particularly within a curriculum
petspective. “T have found it so hard to keep a focus on process and action in teaching” in contrast to goals and outcomes
in the era of evidence-based medicine. “We teach students how to make splints and environmental adaptations but these
are not primarily needed in mental health, why did we lose [stop teaching] projective techniques which we do need in mental
health? Because of the power imbalance for [different] populations, and the stigma of psychiatric practice. 1t’s been a failure for me
as a professor. To keep the place of OT in mental health in a curriculum is always a fight. We never doubt too much things like
anatomy.”

Several clinicians discussed the failure of research to legitimize the use of expressive assessments.
“The problem with evidence-based practice is that if it is over formalized, then yon won’t invent something yourself.” When
thinking of what one could tell a student, based on research, one interviewee asked: “Has the Azima Battery
been revised over the years? When is the best timing for an evaluation? At the beginning? During a relapse? Or to use it as a
therapentic way of knowing someone? What about comparative studies? Retrospective studies? Cost-efficiency? When is it useful?
... If it isn’t standardized [referring to psychometric properties] no one listens.”

Some interviewees wondered out loud if the turn towards qualitative research in occupational therapy
might address these questions in the future. “I szl wonder if in using projective tests we are being resistant to change, and
then at other times I think [how come] we didn’t invest in perfecting [this] competency [for occupational therapists].” The
challenges of finding both academic supervisors, as well as designing research, were acknowledged.

Overall, what these experts describe is that as a complement to being an aid to case formulation, the
clinical value of occupational therapy projective assessments lies in opening up an understanding of the
person and her or his illness experience, rather than their medical pathology per se. Mote specifically,
expressive assessments were used to understand both the what and why of a client’s presentations,
motivations, values and interests and how this influenced their unique occupational process. For example,
one interviewee often stated in teaching: “a checklist or diagnostic tool may tell you that a client is depressed, but will not
tell you what this particular client is depressed about”.

It is worth noting that, as in the vignettes above, in spite of advocating for the therapeutic use of
expressive assessment, all interviewees shared several stories of using expressive projective assessments to
distinguish in broad sweeps whether someone was experiencing psychosis or not; or to clarify if symptoms
were —for example - in the context of pseudodementia or depression. When directly asked, perhaps their

hesitation in committing to the diagnostic utility of projective assessments in occupational therapy comes
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from a lack of current research evidence. As well, it should be noted that these interviews took place during a
time in Quebec when new legislature was being introduced regarding the legally reserved acts for health care
professionals working in mental health. A new bill had reserved the act of psychiatric diagnosis to
psychiatrists and psychologists (Weil, 2009). A nuanced interpretation was subsequently issued following the
adoption of the bill in September 2012, stating that case formulation of mental health issues and monitoring
of suicide was the responsibility of all mental health professionals (Office of Professional Orders in Quebec,

2013).

6.4.4. With which clients would you use a projective assessment?

Unlike the other primary questions outlined in this section, disagreement is noted particularly in the
domain of with whom to use projective assessments. Differences in opinion ranged from a clear statement
that they should be used judiciously with complex clients, to ‘iz an ideal world you'd do an Azima [Battery] with
every patient you had” in order to obtain depth of understanding earlier on. Variation was also seen in terms of
domain of practice. One interviewee stated: “I'hat OT is the same across populations is not true. Projective techniques is
a tool we use in mental health, it may not be useful elsewhere.” Conversely, seven of the nine interviewees clearly
outlined their belief in the utility of projective assessments from a broader psychosocial perspective with any
client cohort or age, not just in mental health. For example, in detecting, eliciting, and understanding the
anxious-depressive reactions in physical disabilities, relational challenges and meaningful desires in chronic
conditions, the psychosocial consequences of degenerative conditions, and basically when any client has
difficulty articulating his or her lived experiences or psychosocial issues.

One interviewee saw the benefit of using expressive assessments in certain areas of psychiatric
practice (e.g. on an inpatient unit, with clients diagnosed with psychosis or dissociation). She felt, however,
that such a method would be less pertinent with a client group where articulating experience and self-
awareness is usually less of a challenge, for example in an adult anxiety program.

Another area of variation was in terms of the consultation vs. intervention role of an occupational
therapist. Some interviewees believed that the therapeutic nature and extent of investment inherent in
projective evaluations might only be worthwhile if this were a client with whom one was going to continue in
therapy. Others highlighted the positives of such rapid depth of client knowledge when decisions and
recommendations needed to be made in nebulous situations (uncertain precipitants, unclear case
formulation), transfer to another setting, or interdisciplinary intervention planning. These circumstances
might not all involve an occupational therapist beyond consultation. The differences in opinions may stem
from the particularities and politics of each person’s clinical and pedagogical practice experience and
engagement. For example, those who agreed with a consultative role had worked extensively on inpatient
units with pressure to make discharge decisions with clients quickly. Those who felt that the use of projective
assessments should be limited as part of a longer term occupational therapy process usually worked in

outpatient rehabilitation where the average intervention process ranged from months to years.
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Where the nine experts did agree was in regard to the feasibility of using occupational therapy
projective assessments across the life span in pediatric, adolescent, adult and geriatric practice, in either
individual or in a group format. For example using a single task such as the Lerner Magazine Collage (Lerner,
1979), human figure drawing (Machover, 1949) or drawing of a tree (Buck, 1970) in a group. The majority
preference, though, was for an individualized evaluation process. Seven of the nine particularly stressed the
utility of expressive evaluations with children, adolescents and young adults. They explained that often these
clients may be reluctant to share their stories with medical professionals, have developmental difficulties in
reflecting upon and narrating their experiences, and are less inhibited with creative material. Other clinical
indications about with whom and when to use expressive assessments revolved around the notion of complex
clients who are unable to share their stories or reflect on their experiences in a clinically accessible manner for
any of developmental, sociocultural, relational, cognitive or pathological reasons. In fact, these specific
indications were consistently similar for all the interviewees even when their opinions about particular
categories of clientele diverged, leading to consensus in the clinical reasoning around when to use an
occupational therapy projective assessment. This finding is elaborated on further in the discussion on clinical

guidelines in section IV below.

6.4.5. How do you interpret the media and session?
T think we still haven’t developed a language for our [clinical] use”

All the interviewees highlighted four central aspects in the process of projective analysis and clinical
interpretation. These are: (1) to invest the time to think about the evaluation session and to iteratively find the
layers of meaning and interpretation in the process. Even if a “thumbnail sketch” is clinically useful and can be
provided without a complete report, the analysis takes time; (2) to be a reflective and emotionally mature
practitioner who truly listens to the client and can distinguish between what is based on the client’s process,
and what is a projection or need of the therapist; (3) to be present during the evaluation session and not just
examine productions after the fact, as “You can’t analyze it if you weren’t there [in the session]”; and (4) For the
therapist to be well-read in pertinent and current theories and approaches.

“People find the interpretation challenging, becanse there is no right or wrong, it’s not cut and dry. . you need to think
about it a lot.” Some interviewees had, over the years, developed their own style and method of interpretation.
Three based their approaches on the systematic reading of projective references, all citing The clinical application
of projective drawings (Hammer, 1958, 1981) as a key text. All explained that basically, it’s “nothing really magical, it’s
another version of activity analysis and observational skills.” One interviewee had collected research-based methods of
projective analysis across disciplines over the years, and combined with occupational therapy approaches to
activity analysis, developed a systematic approach to analyzing the structure and content of the productions
and the associations.

One participant described the tree drawing of a young man with schizophrenia who had had a

serious suicide attempt resulting in significant bodily disfigurement. His tree was only a trunk with multiple
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scars and no limbs. This occupational therapist clearly explained that, although the symbolism in the
expressive media could be quite beautiful and evocative as well as emotionally resonant for the therapist, that
one needs to resist the temptation to use symbolic equivalencies for interpretation: “I didn’t buy into analyzing
the itty-bitty details for example the leaves of a plant mean. . .the curtains in a house mean. .. it’s the gestalt that tells me
[Something about the person], and this may or may not add to the actual diagnosis.” Although some rating scales are
available (see appendices in Hemphill, 1982a), participants explained that they were not designed to be used
in a “guantitative manner, but as a gnide” to the potential different observational dimensions. All interviewees
insisted that it is the client who must create and confer meaning to their productions.

The interviewees explained that their interpretive lens had shifted and refined over the years based
on their ongoing learning of theories of personhood and pathology within relationships. One explained that
further training in psychoanalysis and play therapy helped her attend to the intersubjective aspects of the
evaluation session. Another’s development of expertise in cognitive behavioral therapy gave a different
interpretive light to her questioning and subsequent analysis process. A third had gone on to study art therapy
at the graduate level, while the fourth’s grounding in art history and contemporary art allowed her to focus
not on the content at all, but rather on the process, secking the client’s problem-solving, emotional and
creative strengths for ongoing therapy. A fifth participant had studied family systems and focused on the
client’s relational history and style in occupations, and a sixth went onto use object-relations theories that had
evolved based on present-day evidence from neuroscience and psychotherapy. Two of the interviewees had
pursued training in the graphic arts.

Dr. Cramer-Azima discussed at length the need to understand projection in all its wide-ranging
meanings across multiple fields. “Consider the meaning of ‘projection’ in mathematics, in physics [e.g. a projectile], in film
and cinema, in sales and marketing, in the latent imagery of TV and media, in packaging,” in what one projects versus
what is projected onto them. Thus, analysis needs to be “nzegrated into the current body of knowledge |across multiple
disciplines], to be able to place it [projective profile] in the pertinent frameworks of knowledge for therapeutic practice.” What all
eight occupational therapists did stress was the need to then return back to home base and occupational
therapy theories. For example, ‘psychoanalysis has a deconstructive focus of analysis” which takes things apart to
examine deficits. “Why look [only] at the impairment level” when occupational therapy “Gs about holism”.

Participants all spoke of their therapeutic use of self in terms of eliciting narratives of experiences
from individuals in distress via the use of projective materials. These occupational therapists were invested in
grounding their particular use of projective assessments within the discipline’s value of creating
connectedness and engagement through occupation (Hasselkus, 2011). Also, they advocated developing an
interviewing and interpretation style that maintained a client-centered approach to personal meaning and
responsibility, as well as a strengths-oriented focus. In fact, terms used by eight of the nine interviewees were
almost identical to recent literature on recovery-oriented care in mental health policy (Slade, 2009).

In summary, what emerged in the questioning around how each expert conducted the analysis of a

projective evaluation session is that, in addition to seminal studies and publications on projective analysis
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(Buck, 1970; Hammer, 1981; Machover, 1949; Rabin, 1981) and occupational approaches to activity analysis
(Bruce & Borg, 2002; Lawn & O’Kane, 1973; Sheffer & Harlock, 1980), all interviewees supplemented their
practice knowledge with further theories and philosophies. While particular theories varied with each
interviewee, what they all had in common was the psychotherapeutic focus on eliciting and interpretively
understanding experience in the context of a relationship, with interpretations made in light of occupational
tunctioning. “You need a frame of reference that talks about psychic functioning, that interprets the psychological emergence of
words and images, within a therapeutic relationship, in a process of how change occurs.” Thus, all interviewees spoke of the
therapeutic use of self, how to elicit a narrative that was not forthcoming or in awareness, and subsequently
how to interpret the ‘whole’ of the evaluation session. This included what was created (without reliance on
symbolic shortcuts), how it was created (activity performance), what was said (manifest narrative), how it was
said (defenses, cognition, emotions, relational needs) and finally the occupational therapist’s therapeutic use
of self (counter-transference, relational experience of the session, interviewing skills). This practice echoes a

seminal publication in this area (see Azima & Azima, 1959).

6.4.6. What kind of educational preparation would you recommend for clinicians?
“It was a brilliant group at the Allan Memorial Institute”

Unsurprisingly, all the interviewees stressed that projective assessments were a specialty process of
occupational therapy evaluation, and that “Just taking one course [or workshop] is not enough”. The following
elements were all emphasized as part of the education which they had found useful for their own learning, as
well as in teaching others: (a) strong theoretical roots, as outlined above, (b) on-going practice with clinical
supervision, as it “Zakes time to show this [process]” and (c) engagement in collaborative learning with a peer
group.

In terms of clinical practice-based learning, a distinction was made between the ability to conduct an
occupational therapy projective assessment vs. to interpret it. The former requires skills in the therapeutic use
of self and observation of activity performance while the latter requires mature self-reflection, and theoretical
and empirical grounding. A main challenge identified was to find a supervisor or mentor, given that this is an
arca of practice that has not expanded readily over time. “I'his is an area of OT practice where we need to remain open
to interdisciplinary communication if we want to advance”. Interviewees described learning with psychodynamically
oriented clinicians such as psychiatrists, art therapists, clinical psychologists, other occupational therapists,
professional artists, and psychoanalysts.

With a mentor, several strategies were described to foster practical learning. “I model [demonstrate] it for
the first time with a student, they take notes, and for the write up I give them report samples.” Ongoing feedback is
provided. The next time, the student takes on the administering role with a new client while the clinical
supervisor takes notes. Subsequently the student conducts a complete projective assessment simply with
observation and feedback from the supervisor. “/I was] allowed to experiment with supervision,” which allows for

the development of one’s own style, the emergence of one’s own strengths and weaknesses, and ensuing self-
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awareness. Learning in therapist-client-observer triads was described both in clinical mentorship as well as in
student university seminars. Here the observer provided an additional point of reference for the inter-
subjective process, the student-therapist’s interviewing skills, and aided in the subsequent projective
interpretation in a paired learning model. In the classroom hands-on learning, students would video tape a
complete session and analyze the various elements of the process in an iterative fashion. They would also
then critically appraise the student-therapist’s interviewing style for further learning.

The projective interviewing style needs practice, especially the use of open-ended questions. “These
[open-ended questions] only come naturally with genuine empathic curiosity about the other. . .meeting the Other needs experiential
practice.” As well, integrating dynamic in-the-moment hypotheses about interpretive meaning into non-
confrontational and well-timed questions takes practice with feedback. This is especially important if one
takes a client-centered approach that wants to leave narrative meaning, problem definition, and resolution in
the client’s hands.

Other learning strategies were also described. ‘1 figured I needed to learn a lot more about it through using
parts of the assessment as a group activity. [Once I did that], I then had lots of samples to look at. When I felt comfortable
enough, I did an individual assessment. . .1 also used medical students as ‘normals’. Then they started referring patients to me.”
The importance of simply doing many expressive assessments with clients was emphasized, and especially
doing them in a standardized manner in order to maintain the face validity of the specific projective
assessment and of one’s learning curve. “I#’s very important to do the assessment as it is supposed to be done [rather than]
adapting the test out of existence. .. Even if it is subjective, go through the [administration] steps to be able to compare” across
clients, and along one’s own learning curve developing competency with projective evaluations.

The importance of a collaborative learning environment was deemed an imperative for both novice
and expert clinicians. Dialogue with others from either different disciplines or occupational therapists with
different educational preparation helped to further expand one’s theoretical learning and interpretive lens.
“We would meet daily between 4-5 pm to lalk about [projective assessments], countertransference and transference issues and
problem solve.” “We wonld spread out the productions on the floor or table at the end of the day and gather round. The OT who
had done the evaluation would give us an overview of the client, what they had done, and their associations.” In that process,
the occupational therapist that had administered the projective assessment would begin to analyze and take
notes for him/herself. The others would ask questions to refine the evaluator’s critical thinking, to inquire
about elements that they may not have noted, to help him/her critically reflect on her or his own potential
projections or misinterpretations, and thus to help the occupational therapist to learn to see from both inside
and outside of the projective experience. Thus the peer group also provided a reflective surface for the
occupational therapist to become aware of interpretive and personal biases. This is a learning process
characteristic of psychotherapy training that focuses on analyzing the client, the therapist and the unfolding
process. “Once you feel comfortable, yon only come back to the group for really difficult cases, the complex ones, the really

emotional ones.”
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6.4.7. Why continue using occupational therapy projective assessments?
“I’s a really quality intervention, it’s a deeper sharing, it’s taking the time to not just put a nice clean conceptualization onto
someone. .. but actually listening to. .. the mess of people’s selves and lives... 1t actually contributes to a person’s healing.”

All the interviewees, in spite of outlining the challenges inherent in this domain of practice,
advocated for the maintenance of projective assessments in occupational therapy psychosocial practice. “I#’s
kind of sad in a way, just because it [projective techniques| reflects an era that doesn’t really exist anymore, a way of relating and
working with someone that has been replaced [by technical/ procedural] rebab interventions.” These experts believe that “you
need to give the full package to the team and a patient: objective evaluations, subjective evaluations, and observations of
performance.”

Training in this evaluation process “helps you with observations in other tasks [as well]. 1t teaches you to
recognize, to look bebind the meaning of things” and to appreciate and interpret the “wnfolding of a process between the
therapist and the client, between the client and an activity.” Stoties were shared about how projective theory helped
the interviewees analyze groups and dynamics in various situations (e.g. forensic psychiatry, ecological
catastrophes, and in student supervision). Several interviewees advocated for keeping projective techniques in
occupational therapy curricula as a successful and important way for students to learn about therapeutic
processes, as well as about themselves (e.g. Fidler & Velde, 1999; Liberman et al., 2011). Such instructional
activities were described as an important psychotherapeutic opportunity for students to develop self-
awareness when practicing projective assessments on themselves and each other, and thus to further develop
their therapeutic use of self. The “focus on analyzing mood, emotions, inner self...it’s a common denominator [between
therapists and clients]. How do we manage our feelings? How or why we do or don’t get along with others. Humans attach. Why
to this person or that one? Why would you not want to work with [a particular client population?]. To understand self and
other’s motivations....”

In addition to developing the therapeutic use of self, such experiential learning also expands the
interpretive lens onto these dimensions of occupational functioning. “We have placed an accent on the output,
wanting a generic model for OT...but the outcome [improved fine motor, classroom behavior] is not the same as the underlying
problem” or therapeutic process. The interviewees described a focus on meaning, and on understanding the
client’s process (in performance, relating, narrating), secking their strengths and resiliencies, and “naming their
experience”.

“It [projective evaluation] does give you the phenomenology of how a person is experiencing their illness and life
sitnation.” Beginning with an expressive assessment in occupational therapy gives the client “a place to be heard,
especially in outpatient psychiatry” as a complement to structured diagnostic interviews and medication-focused
discussions with doctors. Beginning with an occupational therapy projective assessment can be a “guide for
therapentic focus and goal setting in a client centered manner, because that is what they [the client] have come up with, and you
can say ‘what you have identified as your problem is’...” Projective assessments were particularly described as a

therapeutic lead-in to create rapport and in-depth understanding. ‘T really see a projective assessment more as a
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treatment process...as the beginning of a long-term process where one takes the time to see [and work] with the patient, for
example in vocational rehabilitation.”

From a therapeutic perspective, projective assessments were described as key evaluation methods to
access a person’s values and desires, especially if they were not able to articulate or be aware of what is
important to them. Also, from a strengths and wellness perspective, projective evaluations “@/low for the
emergence of unusual material, ... , but also for the emergence of a client’s creativity.” These elements are clearly key to
designing a meaningful and successful intervention plan in psychosocial practice.

In talking about why they continue to use projective evaluations, the clinicians used two different
metaphors simultaneously. One was an analogy of the detective story, and that projective assessments lead to
“clues” about a person’s inner world. These clues allow the occupational therapist to generate a clinical
impression about the inner self’s emotional and relational domains of occupational functioning. Which parts
of the client’s psychosocial history are salient to understanding their daily adaptations? The detective story,
and clue finding was intertwined with a second metaphor, that of embarking on the beginning of a journey
with the client. In addition to functional clues, a projective evaluation process supports the occupational
therapist’s ability to understand the client’s dreams, hopes, desires, fears and experiences with significant
others. The form of the evaluation process also promotes the creation of therapeutic rapport with clients who
have psychosocial difficulties in communicating and/or relating, and thus help to collaboratively design and
engage in a meaningful intervention journey. These two approaches, that is, finding clues from which to
deduce or derive functional issues, and interpreting for the particularities of meaning, have been described in
occupational therapy clinical reasoning as procedural and narrative reasoning (Mattingly, 1998b). As well, the
metaphors of detective sleuthing and meaningful journeying have been identified as distinctive narrative
genres of hope in clinical care (Mattingly, 2008, 2010b).

The interviewees were all clear about the ongoing value of projective assessments in terms of
contributing to mental health case formulation (and for some even diagnosis), in analyzing emotional-
relational aspects of occupational functioning, and as a therapeutic process of communication between self-
self and self-other, for both students and clients. These nine experts believed that projective assessments
provided a creative space for the client’s voice to be facilitated and heard. At one point or another during
their interview, seven of the nine experts made the following statement (five in identical words): “If would be a

shame to lose them.”

6.5. Discussion: Concluding reflections on expert clinical reasoning

“Maintaining a balance between the medical and phenomenological practices is a delicate
challenge; this balancing act may be our [occupational therapists’] crucial task”
(Hasselkus, 2011, p. 137)

The primary finding in discussions with experts is the potentially uneasy distinction between the

diagnostic and therapeutic aims of projective evaluations that has emerged across shifting psychiatric
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discourse. Much of the divergence of opinions noted in the interviews can be attributed to this divide, which
is rooted in the historical and paradigmatic contexts previously outlined in Part I. For example, when negating
the potential use of expressive assessments as part of a consultative role as an occupational therapist,
interviewees were speaking to the therapeutic value of such evaluations and the need to be delicate with this.
Conversely, when advocating for the use of occupational therapy projective assessments to evaluate
performance components such as ego functioning and mental states such as psychosis, interviewees were
speaking to their diagnostic utility. Being explicit and clear about the intended function of a projective
assessment is a prerequisite in any conversation or decision-making about its use in clinical practice.

In offering a ‘window’ into a person’s experiences, occupational therapy projective assessments
naturally straddle the tension between what has been described as reductive vs. holistic paradigms (Wilding &
Whiteford, 2007; Yerxa, 1993). That is, a therapist can be pulled either towards reducing and classifying an
individual’s shared narrative and projective performance into categories of illness or deficits, or interpretively
understanding a client’s lived experience and what is revealed as meaningful to him or her in the expressive
process. Therein lies the complexity and depth of the clinical utility of such an approach to evaluation.
Indeed, in many ways, a “langnage” for the clinical reasoning that underpins the integrative synthesis in a
projective profile can be said to remain ‘underground’ (Mattingly, 1998b).

The procedural reasoning (Mattingly & Fleming, 1994) that examines the components of a projective
evaluation session for ‘clues’ about a person’s strengths and deficits has been well-outlined in the literature in
key texts. For example, checklists have been developed to guide observation of performance in projective
assessments (see appendices in Hemphill, 1982a). These can also be found in the multiple editions of
Hammer’s seminal publication (1958), and others (Buck, 1970; Wenck, 1970). This leads to an interpreted
profile of the structure of a person’s projective performance. Although the content of objects and
associations are important, the emphasis in the diagnostic aim of projective assessments is on the how’ or
structure as this is understood to reveal core elements of the client’s overall psychic functioning (Lezak, 1983;
Rapaport et al., 1968; Tallant, 2002).

On the other hand, the narrative reasoning involved in interpreting a client’s lived experience
through the use of an expressive assessment has been limited in the literature to focusing on the meaning that
a client confers on the content of his or her objects through their associations. In listening to these experts it
is argued here that the extended empirical definition of narrative reasoning is a key facet of conducting and
analyzing an expressive assessment. This form of reasoning involves the therapist’s skill in interpreting what is
at stake for a particular individual, as revealed in boh their stories and their expressive actions. It is the
therapist’s ability to understand and connect across sociocultural difference (narrative mind-reading) in order
to establish therapeutic rapport through empathy and understanding, to attend to the experiential and
aesthetic aspects of sessions, as well as the moral and intersubjective dimensions; and finally, narrative
reasoning is also involved in meaningful prospective story-making with a client (Mattingly, 1998a, 2008,

2013). This form of reasoning is central to a therapist’s skills in setting the therapeutic aims of occupational
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therapy projective assessments and was revealed within the illustrative stories that the experts chose to share.
Yet, no explicit mention was made of how to learn this except through practice and experience. Thus, this
skill remains a significant competency to be articulated for occupational therapy.

In addition, it is argued here that narrative reasoning is not just involved in the therapeutic value of
projective assessments; it also fosters the efficacy of the diagnostic function by allowing for more in-depth
“recogni|tion of] a physiological body which is inextricable from the imagined and lived body, the body which
carries a person through social space and time” (Mattingly, 1998a, p. 22). This recognition is what can bridge
the divide between the dual aims of occupational therapy projective assessments and echoes the long-ago call
to make transparent the clinical reasoning that has sometimes been viewed as the more discriminatory
diagnostic reasoning of ‘intuitive’ clinicians (Schmidt & McGowan, 1959).

A final reflection concerns a return to the imperative for a ‘phenomenological” approach to
projective evaluations that was espoused by the interviewees and an original framing for expressive
assessments as a mode of communication and understanding (Cramer-Azima, 1982). Phenomenology is an
in-depth approach to understanding human experience. Descriptive phenomenology aims to explicate the
structure of experience whereas interpretive phenomenology focuses on meaning (Finlay, 2009). The
empirical development of narrative reasoning has occurred within a phenomenological approach to research
(Mattingly, 2010a). Thus, based on an analysis of these expert’s narratives, phenomenology may be a
promising approach within which to situate, promote, and create new evidence for occupational therapy
projective assessments.

A limitation of this qualitative study with experts includes its historical and geographical specificity.
Montreal is a Canadian center point for the creation and development of occupational therapy projective
assessments. Therefore, while providing a sample of clearly knowledgeable experts, if data saturation is to be
aimed for one might be interested in interviewing occupational therapists from differing locations and
contexts who may have developed a different approach to using and valuing expressive projective
assessments. In addition, other occupational therapists in Montreal belonging to a younger generation of
experts (less than 20 years experience) did not participate in this study due to criteria focused on attaining a
historical perspective. Nonetheless, a second generation of younger experts may have shared different
educational preparation, opinions and perspectives. Finally, as an emerging expert herself, the interviewer
(first author) knew six of the nine participants prior to the study. This certainly facilitated the intimacy and
sharing during the interviews yet may have also led to ‘blind spots’ in the questioning and exploration process

because of taken-for-granted assumptions as to what was actually said or meant by an interviewee.

6.6. Section IV, Future applications and challenges for occupational therapy projective assessments
6.6.1. Clinical considerations
Occupational therapists inclined to use projective assessments in clinical practice face certain

challenges. These include justifying their use in the face of current heterogeneous scientific evidence;
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negotiating the contested overlapping terrain between occupational therapists, clinical psychologists and art
therapists; obtaining sufficient educational preparation and supervision to develop clinical competence; and
reformulating the clinical reasoning and use of such tools in an era of community-based, recovery-oriented
care. The following clarifications, suggestions and clinical guidelines are built from sections I-11I of this two-
part paper, as well as the clinical and research experiences of both authors.

Expressive projective assessments in occupational therapy are one type of subjective evaluation, such
as client journals and semi-structured occupational interviews (Kielhofner, 2008). As such, there are
challenges to their use. The evaluatot’s skill in administration and interpretation is one important factor.
Another important consideration is the lack of ‘fit” of an expressive projective assessment with a client who
would not accept to engage in an arts-based activity. Finally, psychometric properties such as reliability are a
moot point given the qualitative nature of expressive evaluations; however, validity studies have demonstrated
preliminary evidence for their use in case formulation (Chen-Sea, 2000; Li et al., 2011).

In spite of these challenges, the utility of occupational therapy projective evaluations lies in their
qualitative, subjective nature, although it would be more accurate to say that they are intersubjective
evaluations. That is, projective evaluations involve the co-creation of meaning with a client, in an interplay
between the experiences of the client with the expressive media and therapist, and the experiences and
ensuing interpretations of the therapist (Kossak, 2009; Raskin, 2001). This involves a balance between the
wortld of one individual (the therapist) and the otherness of the client’s world (Jackson, 1998), modulated by
the projective tasks.

Finn & Tonsager (1997) define information-gathering models of assessment as focused on obtaining
reliable, factual, usually medical, data about clients for clinical decision-making. They contrast these to
therapeutic models of assessment whose major objectives are to establish therapeutic rapport, to
collaboratively develop a narrative understanding of the client’s lived experience, and to initiate the process of
change in clients with complex presentations and histories. It may be strategic and clinically useful to consider
occupational therapy projective assessments as straddling both information gathering and therapeutic models
of evaluation (see Aronow, Reznikoff, & Moreland, 1995; Raskin, 2001 for analogous arguments in
psychology), with an accent on the occupational implications of projective profiles.

From an occupational therapy perspective, such an intersubjective evaluation focuses on eliciting
and exploring psychosocial, cultural, emotional, and relational aspects of occupational identity and
occupational functioning from the perspective of the client’s inner world and process. A client’s ideals, values,
interests, fears, coping or defensive style, ability to relate and attachment style (Meredith, 2009; Meredith,
Merson, & Strong, 2007) would emerge and be collaboratively reflected upon as therapeutically appropriate.
The client’s ability to engage in such a potentially intimate process affords a complementary way to know the
client, leading to rapport and client-centered goal setting. The notion of therapeutic interviewing is well
established in psychotherapy and qualitative research, as sharing “[s]tories may offer a prime avenue for

healing itself where healing is defined, in part, by a recovery of the self” (Mattingly & Lawlor, 2000, p. 5).
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In occupational therapy media-based projective evaluations, there are two added layers that are
crucial to note. The first layer in expressive assessments is that of observing elements about the experiential
structure of pathology or illness as revealed through the client’s projective activity performance that are not
readily reflected on or deduced from verbal interviewing. For example, in the early phases of schizophrenia,
an individual may develop obsessive thoughts and habits (van Nimwegen et al., 2008). These need to be
differentiated from a diagnosis of obsessive-compulsive disorder (OCD). While difficult to differentiate in a
verbal interview, the performance of an individual with OCD on a projective task will be stilted, repetitive,
focused on details and slowed due to perfectionism. Whereas the young adult with psychosis may verbally
talk about obsessions, s/he will perform without any of these behavioral features. As with all observations of
performance, these can significantly add to understanding, therapeutic dialogue, choosing further evaluations,
and intervention planning.

The second layer is at the level of the content of the productions, and the non-verbal communication
these activate. While not one expert advocated the use of a symbolic equivalencies for interpretation, most
described a client’s projective productions as their own “finger print”, identifiable amongst all others once seen.
The themes and evocations of the creations afford an emotional, embodied, alternative way of ‘knowing’ (or
empathically understanding) a client’s experiences in their body and world(s) (Butler-Kisber, 2008). So, while
two clients may both be able to say ‘I no longer feel like myself’, a well-executed centered drawing of a
dislocated face floating in a spider’s web elicits a different evocative response than the drawing of a tiny naked
human figure drawn — speck like — in the bottom corner of a page. These differential depictions lead the
occupational therapist to differing stories about what may be meaningful or at stake for a client, and his or
her illness experience; as well as clues about his or her occupational identity and performance issues, and
therefore what questions to ask about their challenges and recovery needs.

From policy guidelines for recovery oriented care (Mental Health Commission of Canada, 2012), and
in line with client-centered practice (Sumsion, 2005), it is recommended that the clinical interpretations of a
projective evaluation be reviewed and discussed with the client in a subsequent session without the use of
jargon or professional terminology. That is, following the intimate sharing which can occur during a
projective evaluation, the occupational therapist could schedule a follow up appointment to (1) allow the
client time to reflect and return with further clarifications or queries (2) share with the client the projective
interpretations and perceived issues with occupational functioning or occupational identity challenges, and
verify if this is concordant with the client’s understanding of their situation in order to (3) generate a
collaborative problem list or goals, further evaluations, and intervention details.

This type of post assessment review process has been described in the Facts of Environmental Life
(FEL) projective assessment (Farnham & Chase, 1982). The post-projective assessment discussion is
included as part of the evaluation as a whole. This begins with giving the client time to reflect on his or her
experience of the projective evaluation, and what has been created. For some clients this may occur

immediately following completion of the expressive assessment while for others it would be judicious to re-
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schedule a second session during which the productions are re-visited and discussed. The occupational
therapist would ask questions such as “what strikes you about what you have shared and created? Do you see
any recurrent themes? Which of these do you feel is most important to you?” This type of extension to the
projective assessment fosters a client-centered collaborative approach that allows a person to highlight what
was most significant to her or him and how to interpret any patterns or salient aspects within the process, or
any questions that were raised for him or her. The occupational therapist can transparently share a summary
of what s/he has observed and understood to matter most to the client, while explicitly maintaining a powet-
sharing approach to negotiating meaning (Sumsion & Law, 20006). For example, the occupational therapist
can invite the client to disagree with the offered interpretations.

This reflective dialogue would include the problems and strengths that the client has identified during
the evaluation and those that the occupational therapist has observed. It is important to note that, in this first
post-assessment discussion, one needs to consider the client’s level of comfort, awareness and acceptance. In
fact, this type of follow-up session offers a further evaluation of the client’s readiness and ability to engage in
a process of change without adverse reactions, such as an intensification of depressive guilt, psychosis, anxiety
or suicidality. Thus, it is necessary to follow the client’s tempo and if needed, gradually bring up and address
further exploration of meaning and challenging issues in subsequent therapy sessions.

Such an approach to framing occupational therapy projective evaluations as a whole therapeutic
process intends to level out the power dynamics (Slade, 2009), verify and renegotiate interpretations, and
begin a collaborative intervention process. The projective evaluation session begins with a creative, open-
ended expressive projective assessment that is conducted side-by-side rather than in an expert-patient
approach, followed by a collaborative approach to creating understanding and meaning. This is in line with a
recovery philosophy of mental health care (Deegan, 2005; Thornton & Lucas, 2011).

Thus, we propose that expressive assessments can be conceptualized and developed as both a basic
skill and a specialty process of evaluation in occupational therapy. This argument is analogous to evaluating
driving ability or dysphagia: Such evaluations are only used when clinically indicated, all occupational
therapists should be able to screen for driving or swallowing difficulties, yet further in-depth evaluations
require certification or additional education. Consequently, projective evaluations should be maintained in
curricula as part of the occupational therapist’s basic toolkit in psychosocial practice.

Projective assessments can be used by occupational therapists with clients three years and older, who
can narrate a story in relation to their productions, and who have the physical ability to manipulate the
offered media. Clients can have either physical or psychiatric difficulties, and be seen in either institutional or
community settings. Occupational therapy projective assessments can be used to evaluate the emotional and
relational dimensions of occupational identity with any client experiencing complex psychosocial issues. The
acceptability of an arts-based assessment process should guide the use of an expressive assessment with a

given client. We recommend the use of such assessments in order to both refine mental health case
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formulation in situations where history, presentation and/or ability to communicate are nebulous, as well as
to initiate a safe experience of therapeutic rapport (see Table 6.2).
<Table 6.2>
For the sake of clarity, authentic clinical vignettes are provided from the first author’s clinical practice
to illustrate key points listed above. In the order presented, the first vignette highlights procedural-diagnostic
reasoning and the detective genre, followed in the second vignette by a focus on narrative-interpretive

reasoning for meaningful journeying and healing.

A 40-year-old Eastern European woman with no previous psychiatric history, and well
functioning in her employment, experienced what appeared to be a first psychotic
episode. She was accepted to a tertiary care specialized early intervention program,
started on anti-psychotic medications and referred to occupational therapy for return to
work issues. In the first interview, she was unable to narrate a chronologically coherent
or seemingly reliable story. Given the communication difficulties, an Azima Battery was
administered (Cramer-Azima, 1982). No organizational or perceptual issues were
present, but what were noted were stark differences in the treatment of the male and
female human figure drawings. The occupational therapist inquired about relational-
sexual, body image, or intimacy issues in informal language such as “would you mind
sharing a story about your intimate relationships” and “what do you see when you look
in the mirror?”  With great shame and hesitation, and after much roundabout
questioning, the client eventually revealed a long-standing history of dissatisfaction with
her body image, and repeated use of extreme dieting measures. The occupational
therapist suggested that the client bring her diet pills to her next medical appointment.
Upon examination, the psychiatrist concluded that the client was experiencing a caffeine-
induced psychosis from an excess of over-the-counter natural products. She was asked
to stop using these diet pills. She stabilized within two weeks and was discharged from
the specialized eatly intervention program to a community therapist, with no psychiatric

medications prescribed or required.

A 16-year-old Inuit boy was brought into an adolescent milieu therapy unit for a severe
suicide attempt. He presented as electively mute and unable to tolerate the confined
inpatient setting or individual verbal sessions without becoming highly agitated. He
would attend occupational therapy groups but it was very difficult to find a meaningful
activity with which he would engage. He would sit quietly in groups, profoundly
withdrawn. A House- Tree Person Projective Drawing Technique (Buck, 1970) was

qualitatively administered to aid in engagement and treatment planning. He drew an
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igloo for a house, an arctic shrub for a tree, and for the person he drew an Inukshuk (a
rock-based formation typically built by Arctic communities as geographical signposts).
All objects were small and faintly drawn in desolate landscapes, floating high on the page
without ground lines. As interviewing gently proceeded, allowing the client to lead the
topics of the associations, he began to narrate that the Inukshuk was not a person, but
was drawn to show him the way because he was Tlost’. He was then able to relate that the
key men in his life (his father, uncle, older brother and best friend) had all become ‘Tlost’
and had committed suicide. When asked if the Inukshuk were a person, who might it be?
He said it might be his older sister who could show him his way home, as she takes care
of the family and ‘knows the way she must walk’. Upon further exploration, he said his
sister was proficient at leather handiwork, so following the evaluation, this activity was
offered to him in an occupational therapy group with ensuing engagement and rapid
positive results: He began to make connections to the other group members, and sewed

a pair of leather gloves to bring home to his sister.

6.6.2. A conceptual orientation for developing clinical competence

The occupational therapist student or clinician interested in developing practical know-how in the
use of occupational therapy projective assessments with clients is encouraged to learn about projective
theories and available empirical studies. The reference lists of Parts I and II of this paper are intentionally
comprehensive, and are offered as a reading resources. Developing exploratory interviewing skills aimed at
eliciting lived experience such as in narrative interviewing in occupational therapy (Helfrich, Kielhofner, &
Mattingly, 1994), qualitative research (Davidson, 2003a; Mattingly & Lawlor, 2000), or in health care in
general (Groleau, Young, & Kirmayer, 2000), is a necessary step.

In addition, it is important to expand one’s knowledge of theories and philosophies that focus on
eliciting and interpreting stories and subjectivity within a relational process. Beyond traditional models of
psychotherapy, the occupational therapist has the choice of diving into any of the following theories for
practice: object-relations theories developed in occupational therapy (Eklund, 2000, 2002; Nicholls,
Cunningham Piergrossi, de Sena Gibertoni, & Daniel, 2013), expressive and creativity frameworks (Frye,
1990), or phenomenological traditions in occupational therapy or psychiatry (Park Lala & Kinsella, 2011b;
Reed, 2011; Stanghellini, 2011). Any of these would need to be married to, or contextualized by, an arts
approach to activity analysis (Kossak, 2009; Perruzza & Kinsella, 2010). The choice of a primary theoretical
model would be dependent on the psychosocial needs of the targeted clientele, the occupational therapist’s
educational preparation, and available mentoring.

This theoretical material would be iteratively combined with practice-based learning and supervision,
using a variety of strategies. ldeally, occupational therapy curricula would expose the student to projective

theory, current research on projective assessments, modeling of projective interviewing with clinical faculty or
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through the use of teaching videos, and practical non-client simulated clinical assessment experiences.
Applied clinical reasoning seminars would help the occupational therapy student to develop interviewer,
analyzer and interpreter skills. The curricula could include assignments in which the student administers and
conducts an in-depth analysis of the productions of an expressive assessment, which would help to
consolidate theory and practice. Further, students could be encouraged to experience a ‘real’ clinical
projective assessment during a clinical placement.

A conceptual depiction, emerging from the first author’s doctoral work in this area is offered (see
Figure 6.1). The figure intends to convey the necessary elements for conducting and analyzing a client-
centered projective evaluation. It requires the development of interviewing skills and a therapeutic use of self
and self-awareness; a working knowledge of projective theories; observational and interpretive skills in the
analysis of expressive activity performance; and an emphasis on narrative reasoning skills (Mattingly, 1991a,
1998b). Finally, it is recommended that the occupational therapist ensure a recovery-oriented attitude, as
articulated in international policy that places primacy on the first-person perspective of a client’s biography
and experiences (Wotld Health Organization, 2012).

Figure 6.1 also outlines suggested avenues for research. It would be ideal if clinicians and students
who embark on the use of projective assessments find ways of partnering with other researchers.
Alternatively, as more occupational therapists become clinically licensed at the graduate level, it is hoped that
generating knowledge on projective evaluations in tandem with advanced clinical work will be facilitated.

<Figure 6.1.>

6.6.3. Research Avenues

In spite of a history that spans over six decades, the domain of projective assessments in
occupational therapy is indeed “a field which is in the very early stages of scientific research” (Lloyd & Papas,
1999, p. 33). The comprehensive and critical review provided in this two-part article suggests specific research
avenues rather than broad sweeping statements about ‘where to next’ in the clinical development of
occupational therapy projective assessments (Appendix 9). The concept map is provided herein as a place to
begin. Clearly, as knowledge expands in this area, revisions will need to be made to the research questions and
designs, in a phasic and ‘recursive’ approach to inquiry (Christ, 2007).

In terms of which specific occupational therapy projective assessments to study, choices need to be
based on historical development-for-use, targeted client group, and existing evidence. For example, the Azima
Battery was developed specifically for use with a clientele experiencing psychosis to elicit communication and
psychodynamic diagnosis (Azima & Azima, 1959), whereas the Magazine Picture Collage was designed to
evaluate “core aspects of personality organization” with a broader clientele seen in psychiatry (Lerner, 1982,
p. 140). One might consider the development of new occupational therapy projective assessments; however,
these take years to develop and to research their validity. Given that expressive projective assessments already

exist and are being used clinically in occupational therapy, it might be more expedient to focus research on
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these assessments. Further, we now have appropriate research tools e.g. qualitative methodologies and
statistical means to do so. The future development of new expressive assessments for specific client groups
would need to take into account the contemporary relevance of particular media, and of research findings
about the specific expressive utility of a chosen arts-based activity.

In making these choices, the first question for an invested occupational therapy community of
practice to clarify is the actual purpose of the projective assessment that is to be studied. While clarity about
the multiple agendas and uses of projective assessments has been provided in this article, it would be
important to engage in an occupation-centered dialogue. The use of projective assessments in mental health
must also consider the changing aspects of psychiatric practice, and be articulated within a shifting paradigm
that places primacy on lived experience, voice and empowerment, and the social determinants of health
(Kirby & Keon, 2000).

There are many conflicting issues around the question of projective assessments as a tool to aid in
the diagnosis of psychiatric pathology, as well as ongoing debates about the nature of mental illness and the
instruments’ cross-cultural validity. Thus, it behooves occupational therapists who use and study projective
assessments as diagnostic aids to remain abreast of the debates. If a true biopsychosocial conceptualization to
mental illness is maintained, regardless of whether a mental illness is a disorder of the sense of self in
relationships (Lysaker & Lysaker, 2005; Sass & Parnas, 2001), or a series of reducible discrete biological
diseases, projective assessments can certainly aid in interdisciplinary dynamic case formulation of mental
health status, as originally advocated for in psychiatric occupational therapy (Fidler & Fidler, 1954). In
addition, a client’s phenomenological expression of living with mental health issues within the particularities
of their psycho-social-cultural history and situation can be therapeutically elicited and understood in an
expressive evaluation process. In line with new mental health policies and ensuing legislature, such as Bill 21
in Quebec (Office of Professional Orders in Quebec, 2013), all mental health professionals are being called
upon to aid in the diagnosis of mental health issues. This requires the validation of assessments that purport
to fulfill this task through the use of rigorous quantitative designs (e.g. Li et al., 2011). Further, from an
occupational perspective, one might consider a research design to validate the use of projective assessments
as an evaluation of emotional and relational functioning, and correlate projective clinical impressions with
appropriate measures of occupational functioning (e.g. Chen-Sea, 2000).

If one of the primary clinical purposes of a projective assessment is therapeutic rapport and
understanding, then which scientific methods are best suited to studying projective assessments? The relative
lack of research evidence echoes this statement from decades ago: “Most early workers...were more
concerned with coherencies meaningful in understanding the persons with whom they dealt than with the
requirements of objectivity and verifiability that preoccupy the scientist” (MacFarlane & Tuddenham, 1951, p.
27). This explains the predominance of case reports and clinical descriptions and inferences in the early
literature. In the present day, examples of solid quantitative studies are available (Chen-Sea, 2000; Li et al.,

2011). Yet these designs would not further the aim of meaningful understanding.
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Qualitative research is the best approach to understanding processes and reasoning. Currently in the
domain of projective assessments in occupational therapy, however, the use of contemporary rigorous
approaches to qualitative and mixed methods designs are uncommon. It was almost six decades ago that
MacFarlane and Tuddenham advocated for research to explore the clinical reality of the “interpreter-with-his-
test” (1951, p. 51) to explicate the intersubjective processes that projective evaluations disclose. This article
proposes that this cannot be done through further refinement of quantitative methods. Quantitative
experimental designs “...[do] violence to the actual clinical use of such signs” (Hammer, 1981, p. 177). There
is an imperative need to meet the call of occupational therapists who use projective evaluations for both
interpretive case formulation and as a meaning-making and sharing activity to shift into qualitative or mixed
methodology research that is consistent with the theoretical underpinnings and clinical use of expressive
projective evaluations.

Qualitative research designs are being advocated as particularly suited to research in occupational
therapy on clinical reasoning, capturing the ‘hard to measure’ in therapeutic processes and actual outcomes.
Qualitative research designs are also consistent with the values and clinical use of therapeutic models of
assessment (Cook, 2001; Miller & Crabtree, 2005; Papadimitriou, Magasi, & Frank, 2012). The values that
underwrite interpretive qualitative approaches mesh well with the shift in theoretical orientation in psychiatry
towards the first-person perspective and the creation of personal meaning in recovery and community-based
psychiatry (Davidson, 2003a).

For example, in line with the client-centered expressive potential of projective assessments, a
research design where clients are interviewed about the perceived benefits of projective assessments and
techniques could be conducted. Some preliminary data is available about the therapeutic value occupational
therapy clients place on projective assessments (Gunnarsson, Peterson, Leufstadius, Jansson, & Eklund, 2010;
Han Men, 2004; Wittkower & Azima, 1958). It would be interesting not to limit such research to clients in
mental health but to also maintain openness to the use of projective evaluations in physical rehabilitation
settings for clients with psychosocial dysfunction (Ikiugu, 2010).

Qualitative research can continue laying the groundwork for the further development of occupational
therapy clinical guidelines for the use of expressive assessments. Therefore, a next logical step would be to
extend the narrative study of expert opinions reported herein, by enlarging the sampling process and criteria
to achieve theoretical saturation. This would lead to the rigorous development of expert-based clinical
guidelines. In tandem with client perspectives, such guidelines would inform both clinical practice as well as
research questions.

Another qualitative research aim would be to develop an occupational therapy-specific interpretive
framework for analyzing projective assessments. This may be a strategic component for the refinement of
competency and learning in this area as well as the ongoing validation of their clinical use. Grounded Theory
(Glaser & Strauss, 1967) is a qualitative research approach which develops theories or conceptual maps of

processes, such as expert clinical reasoning, in order to develop a conceptual framework from the ground up
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(e.g. Edwards, Jones, Carr, Braunack-Mayer, & Jensen, 2004). Therefore, qualitative study designs that
explore 7n-vivo case-based expert clinical reasoning using grounded theory could be suggested for research on
expressive assessments.

Another way of exploring the intersubjective unfolding and observed performance of a clinical
projective evaluation session could be with the use of a video-based design coupled with a phenomenological
analysis. The term phenomenology can refer to three different levels of meaning: a basic description of
observable signs or ‘phenomena’, a description of subjective experience, and the attempt to grasp the essence
of facets of human experience (Rulf, 2003). All three levels are important in order to meet the aims of
phenomenological research to describe the structure and essence of lived and shared experience through
expressive action, dialogue, and reflection (Patton, 1990; Rossman & Rallis, 1998). Phenomenological
approaches ensure that “the experiencing intersubjective person is back at the center of the analysis”
(Harland, 2007, p. 249). As argued above, phenomenology is a philosophical root for expressive assessments,
and its application in research can provide the language and understanding to elucidate aspects of subjective
experiences and their relationship to activity performance and mental health (Park Lala & Kinsella, 2011b;
Park, 2012).

Finally, research on the clinical utility and validity of a particular projective assessment with a given
clientele is best addressed using a mixed methods research design (Streiner & Norman, 2008). Mixing
methods is an approach used in the development and refinement of instruments, where the “results from one
method [are used] to develop or inform the other method” (Hanson et al., 2005, p. 226). This involves the
use of both quantitative and qualitative data collection and analysis. For example, the use of quantitative
objective measures of patterns of occupational performance on specific tasks of an expressive projective
assessment that are statistically correlated with the diagnostic impressions generated by that projective
assessment can be examined in tandem with a qualitative analysis of the clinical reasoning which leads to the
diagnostic impression in the projective profile. “A major advantage of mixed methods research is that it
enables the researcher to simultaneously ask confirmatory and exploratory questions ... in the same study”
(Teddlie & Tashakkori, 2009, p. 33). Mixed methods can follow a pragmatist approach to knowledge
generation (Morgan, 2007), which means that research results are evaluated in terms of their utility and
practical consequences in real settings. This type of research has been said to be a significant methodology for
occupational therapy (Duncan & Nicol, 2004).

Alongside Polatajko & Kaiserman, rather than admitting to “the difficulty in establishing rigorous
evidence” for projective assessments (1986, p. 198), this article visualizes the numerous research possibilities
from qualitative and mixed methods perspectives. These methodologies are now well known and their use

continues to rise in health care as well as in occupational therapy.
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6.7. Conclusion: Ways of telling, ways of knowing

In this two-part article, a comprehensive review of the scientific literature and expert opinions has
been provided in a historically situated manner. The core ways of thinking about occupational therapy
projective assessments have been reframed and updated. The purpose here was to articulate the pertinent
clinical, theoretical and research issues in order to better support the clinical use of projective assessments.
Striving for clarity herein is intended to encourage occupational therapists interested in this field to keep
engaging in both a productive dialogue and legitimate development of a domain of practice that continues to
hold clinical value.

Projective assessments offer an occupational therapy specific approach to (i) evaluate relational and
activity performance difficulties; (i) contribute to mental health case formulation; and (iii) provide a recovery-
oriented form of evaluation which is engaging and elicits an individual’s personal biography and shared
meaning. Projective assessments have a well-established clinical history in psychosocial occupational therapy.
This has not been matched by a critical development of a solid research base or refinement of their
conceptual foundations. The timing is once again appropriate to re-visit expressive assessments as the
pendulum in mental health is swinging past biological psychiatry towards social inclusion, recovery and the
return to subjectivity and lived experience. Thus, occupational therapy curricula should retain or include the
theory and practice of using expressive projective techniques for assessment and therapeutic purposes.
Simultaneously, occupational therapy research has expanded in methodology and sophistication in order to
develop the scientific knowledge base for the clinical utility and validity of expressive assessments.

The psychosocial roots of occupational therapy are being called upon to promote the clinical and
research practices of occupational therapists (Hammell, 2007, 2013). Elaborated within this tradition,
projective evaluations afford clients a different way of telling, relating, revealing, and performing their
occupational identity and experiences, and they afford occupational therapists a creative way of knowing and

understanding their clients.

75



6.8. Acknowledgments: The late Dr. Fern Cramer-Azima was Associate Professor of Psychiatry at McGill
University. She was in her mid-80’s at the time of data collection and she graciously welcomed the first author
into her home for a whole afternoon in spite of medical frailties. Her passion and commitment to youth
mental health was evident in her level of engagement in the interview, and her transdisciplinary grasp of the
notion of “projection” was an inspiration. She spoke of the development of the Azima Battery with
enthusiasm and clarity, and she stated her ongoing belief in the centrality and necessity of occupational
therapy’s focus on ‘doing’ in mental health. Although he had been gone for many years, her partner in both
personal and professional life remained her husband, with whom she had co-created the Azima Battery. She
passed away on December 18%, 2013.

The following professionals are thanked for taking the time to share their expertise: Ms. Andrea
Blanar, MA. Fine Arts and occupational therapist, Institute of Community and Family Psychiatry, Jewish
General Hospital; Ms. Sonia Geller, occupational therapist and former occupational therapy team leader and
clinical administrator of the anxiety program, McGill University Health Centre; Ms. Beverley Stacey, MA.
Creative Arts Therapies, retired occupational therapist, adolescent and adult inpatient psychiatry, McGill
University Health Centre; and the five other generous occupational therapy experts who chose to remain

anonymous.

76



TABLE 6.1: INTERVIEW GUIDE

Why use projective assessments in occupational therapy?

How has your use of projective assessments evolved over time?

With which clients would you use a projective assessment?

How do you interpret the media and session?

What kind of educational preparation would you recommend for clinicians?

Why continue using occupational therapy projective assessments?
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TABLE 6.2: GUIDELINES FOR THE CLINICAL USE OF OCCUPATIONAL THERAPY

PROJECTIVE ASSESSMENTS

Case formulation

Expressive
opportunity for
client-centered
understanding &
therapeutic rapport

Change detection
& documentation

When psychosocial case formulation is vague with a client presenting with
complex psychosocial problems

When any of the following are suspected in the occupational history or
rehabilitation process, but cannot be confirmed by more direct methods:
psychosis, suicidal ideation or intent, harm to others, undisclosed history
of trauma, organic brain disease such as dementia, depression, self-harm,
or dissociation

When any of the following are part of the clinical presentation in mental
health:
Long history of psychosocial difficulties without overt symptoms
Child, adolescent, and young adult developmental phase problems
Adult with no previous difficulties whatsoever
When socio-verbal performance strongly contradicts the occupational
history and current interpersonal behavior and occupational functioning
When initial evidence-based psychosocial interventions have failed

When the client is highly verbal and uses words to disguise feelings and/or
to confuse the therapist, such as intelligent individuals with mild-moderate
depressive disorders. Since these assessments require the production of
objects, the client is less able to obfuscate in expressive actions (Anastasi,

1982, pp. 580-589)

When establishing rapport and communication in an exclusively verbal
mode is a challenge, and finding a meaningful activity is not forthcoming,
or when the client has difficulty with self-expression, communication,
reflection, and/or interpersonal connectedness due to illness, and/or
sociocultural situation

Since there is a lack of a set response pattern, a projective assessment can
be re-used to monitor for change (Azima & Azima, 1959)

A projective assessment can be used as a well thought out outcome
measure. For example, changes in body image after sensory integration
interventions (Levine et al., 1977)
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FIGURE 6.1: CONCEPT MAP FOR OCCUPATIONAL THERAPY PROJECTIVE
ASSESSMENTS

Chient-centered, intersubjective evaluation
Qualitatrve research on clisnt uirhiy, diagnostic validity, aod
perspectives snd percemved benefits interpretation of patterns of performance
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Linking Statement

The comprehensive review situating the utility of occupational therapy projective assessments
supported the relevance of the use of arts-based evaluations with adolescents and young adults for various
reasons. These included the acceptability of such assessment types with individuals whose creativity maybe
less inhibited than adults, the unthreatening nature of a side-by-side approach that fosters communication at
the client’s pace, and providing the adolescent or young adult with a vehicle for expression when verbalizing
experience may be compromised by illness, developmental phase, resistance to the patient role or other
psychosocial effects.

The review also clarified the tensions between the diagnostic and therapeutic functions of expressive
assessments, while providing expert consensus for both clinical uses. The following manuscript examines the
diagnostic function of the first published Canadian occupational therapy projective assessment — the Azima
Battery — that was designed for use with individuals experiencing psychosis and schizophrenia. Specifically,
the study evaluates the predictive ability of the Azima Battery in detecting schizophrenia prior to full-blown
onset, in a sample of youth secking help from early psychosis services. The potential of the Azima Battery in
detecting incipient schizophrenia is postulated based on clinical and empirical understanding since 1926 that
“...pathological art may occur prior to the onset of illness, indicating its value as a prognostic sign” (Amos,
1982, p. 130).

The following study addresses a gap in the occupational therapy literature by using a modern
scientific approach to assessment validation, while also maintaining fidelity to the phenomenological tradition
of projective assessments developed within occupational therapy. This is done through the use of a mixed
methods phenomenological research design whose sample size for quantitative analyses matches that of other
studies examining eatly detection in psychosis. In complement, the qualitative component focuses on the
occupational therapy particularity of observing and analyzing expressive activity performance through a

phenomenological (descriptive) lens.
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Chapter Seven (manuscript)

Detecting incipient schizophrenia: Validation of the Azima Battery in First Episode Psychosis

Zafran, H., Mazer, B., Tallant, B., Chilingaryan, G., Gelinas, L.

Formatted for submission to Psychiatric Qnarterly

7.1. Abstract

Background Early psychosis intervention aims to accurately detect adolescents and young adults at risk for
major mental disorders, yet biomedical diagnostic accuracy in the early phases of illness remains poor.
Phenomenological approaches to diagnosis demonstrate greater ability in detecting incipient schizophrenia.
Purpose To estimate the predictive validity of an occupational therapy projective assessment, the Azima
Battery, with youth seeking help for a first episode of psychosis, and identify patterns of performance
distinctive for a diagnosis of schizophrenia 1-year later. Methods A mixed methods phenomenological
approach was used to calculate predictive validity and qualitatively identify patterns of performance.
Findings Diagnostic accuracy of the Azima Battery is greater than psychiatric interviewing for a future
diagnosis of schizophrenia (n=62: 88.7% vs 42%). Performance elements distinctive of schizophrenia relate
to the structure of created objects. Implications The Azima Battery is a valid measure for clinical use by

occupational therapists working in early intervention for psychosis.

Keywords
Phenomenological mixed methods research, First Episode Psychosis, Projective Assessment, Predictive

Validity, Activity Performance
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7.2. Introduction

Severe mental illness often strikes in youth, with 70% of disorders beginning in adolescence and
young adulthood. Further, the largest percentage of first time youth psychiatric hospitalizations is for
schizophrenia (Canadian Institute for Health Information, 2011). In Canada, psychosis is the 12th cause of
disability (Mitchell, 2004); however, the burden of psychotic-spectrum disorders in youth is estimated as the
third most disabling condition worldwide (World Health Ozrganization, 2001). Beginning with the impetus to
prevent the psychosocial disabilities associated with schizophrenia (Bertolote & McGorry, 2005), early
intervention in psychosis has become a mainstay for youth mental health across the globe. In Canada, all
provinces have adopted guidelines for best interdisciplinary intake and evaluation practices that focus on both
therapeutic rapport and accurate assessment with youth seeking help for a first episode of psychosis (FEP)
(Ehmann et al., 2010; Ministere de la Santé et des Services Sociaux, 2005).

In the absence of true pathophysiological markers of disease, accurate assessment and diagnosis in
the early phases of mental illness is tenuous and physicians must “remain prepared to revise the provisional
diagnosis” (Mental Health Evaluation & Community Consultation Unit, 2000, p. 4). The validity of an initial
psychiatric diagnosis is weighed against longitudinal diagnostic stability, which involves monitoring how
unchanging an initial diagnosis is in subsequent evaluations (Chang, Chan, et al., 2009). Diagnostic stability is
usually achieved within 12-18 months for the early psychosis clientele.

Studies with adolescents and young adults presenting with (pre)psychotic symptoms or a true FEP
demonstrate that the diagnostic accuracy of the initial diagnosis hovers between 34-68% at 1 and 2 year
follow-up (Addington, Chaves, & Addington, 2006; Fraguas et al., 2007; Rahm & Cullberg, 2007). For those
who are given an initial diagnosis of schizophrenia, prospective consistency is greater than 95% (Chang, Pang,
Chung, & Chan, 2009). However, studies demonstrate that 20-50% of initial diagnoses are changed within the
first year, with the majority conversion being towards a diagnosis of schizophrenia (Holtzman et al., 2010;
Kim et al., 2011). When diagnosed, specificity for an initial diagnosis of schizophrenia can be quite high;
however, sensitivity of initial diagnoses with the clinical use of the Diagnostic and Statistical Manual of
Mental Disorders (DSM) is less than 60% (Amin et al., 1999). A systematic review of diagnostic stability for
individuals with first-onset psychosis concluded that the uncertainty and instability of initial diagnosis is to be
expected in the eatly phases of psychosis, and is only resolved with longitudinal monitoring (Chang, Chan, et
al., 2009). Therefore, when a diagnosis of schizophrenia is made, it does remain stable across time; however,
the accurate initial diagnosis of incipient — or emerging - schizophrenia is low in practice, in spite of a 50-60%
prevalence of the disorder within the FEP population (Ramirez et al., 2010).

Reasons for these diagnostic statistics likely include differential gender and cultural presentations of
schizophrenia that may not be taken into account during the diagnostic process (Holtzman et al., 2010; Zandi,
Havenaar, Laan, Kahn, & van den Brink, 2011). For example, women tend to have a later age of onset,
improved social functioning and better remission rates leading to greater difficulties in detection (Ochoa,

Usall, Cobo, Labad, & Kulkarni, 2012). Culture also influences help-secking behavior as well as the
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experience and expression of symptoms, thus impacting detection (Corin, Thara, & Padmavati, 2005).
Further, the early intervention paradigm is to initially consider ‘an episode of psychosis’, rather than a chronic
mental illness, in order to promote hope (Bertolote & McGorry, 2005). This may lead to reluctance in
diagnosing schizophrenia.

In addition to these complex sociocultural effects, critics have also highlighted that the underlying
categorical approach to psychiatric diagnosis in North America is itself potentially flawed, and that an
epistemological shift to a phenomenological approach to detecting and understanding schizophrenia is
needed (Parnas, 2011). Phenomenological psychopathology aims to understand the expression and structure
of the whole pattern of the individual’s experience, in order to explicate the individual’s diagnosis
(Stanghellini, 2007). This form of interviewing has been demonstrated to be more predictive (> 70%) of the
onset and long-term diagnosis of schizophrenia (Klosterkétter et al., 2001; Raballo & Parnas, 2012).

Occupational therapists can use projective assessments within a phenomenological frame in order to
establish therapeutic rapport and collaboratively conceptualize a client’s mental health issues (Reynolds,
2008). There is evidence for the validity of associative projective assessments, which rely on verbal responses,
in diagnosing and distinguishing psychotic-spectrum disorders from other psychiatric disorders (Burton &
Sjobetg, 1964; Heidgerd, 1958/1980; Lilienfeld et al., 2000). Occupational therapists use exptessive projective
assessments that rely on the use of unstructured art media to tap into the layers of an individual’s experience
as projected or expressed in the process of creation, as well as the verbal narratives about the created objects.
This approach to evaluation is particularly useful with adolescents and young adults (Zafran & Tallant,
2015b). The significant distinctive element of occupational therapy projective assessments is the combination
of (1) facilitation of communication and sharing between the occupational therapist and the participant about
the latter’s experience through the expressive use of art media, in a side-by-side unthreatening manner
(Thompson & Blair, 1998); and (2) provision of the opportunity to observe an individual’s ability to engage in
activity performance of an unstructured and expressive nature, and thus has the potential to identify activity
performance deficits that precede the onset of a full blown psychiatric disorder (Woodside et al., 2007).

The Azima Battery is the first activity-based assessment with a standard set-up published in Canadian
occupational therapy (Zafran & Tallant, 2015a). It is the only projective assessment within occupational
therapy specifically designed to aid in communication with, and diagnosis of, persons with schizophrenia-
spectrum disorders (Azima & Azima, 1959). It is also the only one explicitly conceptualized in line with
phenomenological principles for interviewing and case formulation (Cramer-Azima, 1982). The Azima
Battery is a projective assessment that relies on the use of art media combined with open-ended interviewing,.
It involves a standard setup, sequence, and opening instructions whereby the client is asked to create five
objects in three media: three pencil drawings of anything, a person and a person of the opposite sex; a clay
object and a finger-painting. The sequence of tasks moves from more familiar media (paper-pencil) with
direct instructions about what to draw, towards more expressive tactile media (clay and fingerpaint). Each

task is followed by a period of open-ended association and collaborative exploration of the created objects in
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relation to the individual’s projected meaning and experiences.

As part of a broader research project exploring the contemporary clinical utility of the Azima Battery,
this study sought to examine the validity of the diagnostic impression generated by the Azima Battery in
predicting diagnosis in adolescents and young adults presenting to FEP services, at one year later in
comparison to the predictive validity of the initial diagnosis posed by the attending psychiatrist (i.e. a
comparison to current practice). The second aim of this study was to identify patterns of activity performance

distinctive of a future diagnosis of schizophrenia in this population.

7.3. Methods

7.3.1. Setting

Data collection was conducted within a Canadian urban university teaching hospital that had created
the first early intervention services for psychosis in that city in 1997. The study included retrospective and
prospective data collection from help-seeking patients receiving services for a FEP. Ethical approval was

received from the institutional review board of the hospital where the study was conducted.

7.3.2. Sample

The study focused on help-secking individuals 14-30 years of age receiving early psychosis services
for less than 3 months. Inclusion criteria included participants who met the Melbourne criteria for risk of
psychosis (Parker & Lewis, 2006), or were experiencing their first episode of psychosis. That is, they might
have been experiencing (i) prepsychotic or brief or intermittent psychotic symptoms, or (ii) confirmed first-
time transition into psychosis, or (iii) have a decline in psychosocial functioning while also having relatives
diagnosed with a psychotic-spectrum disorder (McGorry et al., 2003). Exclusion criteria included psychotic

features secondary to an identified neurological cause (e.g. epilepsy).

7.3.3. Measures

Azima Battery

The Azima Battery is composed of five tasks in three media and has a standard set-up, sequence, and
opening instructions for the tasks (Azima & Azima, 1959). The interviewer and participant sit side-by-side at
a table (rather than face-to-face). In front of the interviewer are pencils, an eraser, paper sheets for drawing
and finger paint (127-18”). Lined at the top of the table are bottles of finger paint in six set colors, a sponge
and bowl of water, and a three lb. ball of red clay (see Figure 4.1). Following an introduction to the
evaluation that focuses on art media as a means of communication rather than artistic ability, the interviewer
hands a drawing paper, pencil and an eraser to the participant and asks them to ‘draw anything that comes to
your mind’. The following tasks require the participant to draw a person, then to draw a person of the

opposite sex. This is followed by the more expressive, or tactile, tasks. After the drawings the participant is
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offered a 3 1b. ball of clay out of which they can make any object of their choice, and finally, to create a
finger-painting.

This is a general structure within which there is flexibility for exploratory, phenomenological
questioning that follows the participant’s lead (Cramer-Azima, 1982). Participants are told that they have no
time limit for their creations, and unless they initiate conversation, this occurs in silence with quiet
observation and verbatim note-taking by the interviewer. Following each task an open-ended period of
interviewing begins with ‘tell me about what you have made’. The open-ended phenomenological
interviewing focuses on the experiences elicited by the process of creation, the meaning attributed to the
object, and safely exploring the associated experiences and memories that emerge. Clinical analysis of the
individual’s projective profile is summarized within a projective report, which includes a case formulation of
the primary mental health issues, and recommendations for clinical care.

Demographic Characteristics

In addition to the data from the Azima Battery evaluation session, the following data were
extracted from the medical records and occupational therapy charts of all subjects: Date of birth, age at first
contact with psychiatric services, socioeconomic and occupational status, and educational history upon
referral were all noted in either interval or ordinal format. In addition, variables known from the early
intervention literature to be linked to the risk of developing psychosis were also extracted from the medical
chart and documented using a Likert scale. These included family psychiatric history, reported adverse life
events from childhood onwards, substance use, and immigrant status. The exact dates and service settings
(early psychosis intervention, day hospital, inpatient unit) of the initial diagnostic interview and the Azima
Battery evaluation were also recorded.

Psychiatric diagnosis

The initial diagnostic category posited by the treating psychiatrist within the same service setting and
time period of referral to occupational therapy for evaluation was ascertained form the medical chart and
coded on a nominal scale using the categories of the DSM-IV TR (American Psychiatric Association, 2000).
That is, the medical chart was searched to find the notes by the attending psychiatrist at the same identified
date and service of the Azima Battery session, and the diagnostic impression that was entered at that time. If
several chart notes were present, these were read to ascertain the psychiatrist’s global impression, and the
overall diagnosis posed by the psychiatrist was retained. The DSM-IV TR categories were assigned nominal
values (1 for Schizophrenia, 2 for Psychosis NOS/NYD, 3 for depression, 4 for psychological trauma,
etc....). Each subject received one nominal value for diagnosis at intake into psychiatric services.

The most recent, final, or stabilized diagnosis was obtained form the medical chart for as close to 1-
year follow up as possible and coded on the same nominal scale. The treating psychiatrists were consulted to
confirm their initial and final diagnostic impression, as needed. The final diagnosis, recorded by a psychiatrist,
was based on longitudinal clinical monitoring and ongoing interdisciplinary evaluations following entry into

services. This final diagnosis was the outcome variable for predictive validation in this study.
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7.3.4. Procedures

Two separate procedures were used for data collection in this study. Procedure 1: Between 2011-
2013, individuals, speaking either English or French, and newly admitted to early psychosis intervention
services were prospectively identified by treating psychiatrists and invited to participate in the study.
Individuals were referred to the research without any diagnostic or biographical details, thus ensuring that the
occupational therapy evaluator was not biased. They (n=9) completed a consent form agreeing to participate
in a videotaped Azima Battery evaluation session with the first author. Procedure 2: Upon completion of
Procedure 1, retrospective data collection took place over the summer of 2013. Diagnostic and demographic
data were identified and retrieved retrospectively from the medical records of other individuals who had been
accepted and/or referred to the early psychosis intervention setvices between 1997-2011 and who had also
participated in an Azima Battery assessment in occupational therapy (n=53).

Data collection

All the occupational therapy evaluation sessions in both Procedure 1 and 2 were conducted by the
primary author.

Procedure 1: For the nine participants who had engaged in the research evaluation session, the
videotaped Azima Battery session, verbatim transcripts, all five created objects, and researcher’s post-session
reflective memos were included as data. The diagnostic impression described in the occupational therapy
projective report was categorized on the same nominal scale as that of the psychiatrist’s diagnosis. For the
nine prospective participants, the occupational therapy evaluator was blinded to initial diagnosis upon their
referral to the Azima Battery session. The projective analysis and report were completed by the first author
within a week of the evaluation, and thus were also blinded to the final diagnostic outcome one year later.

Procedure 2: For the retrospectively identified sample, the objects created during the Azima Battery
session were collected as data from the occupational therapy charts. This included the two-dimensional
expressive materials (three drawings and one finger painting), the verbatim occupational therapy notes from
the session, and final occupational therapy projective reports. For logistical reasons, clay productions were
not available for the retrospective sample, thus, descriptions of sequence of performance and final clay
product were taken from the original verbatim occupational therapy notes of the evaluation session, and the
final report. For the retrospective sample, given that data was obtained from medical charts and routine
clinical practice, blinding upon referral was not ensured. However, blinding to one-year diagnosis was

obviously present.

7.3.5. Data Analysis

Estimation of predictive validity

Percentage diagnostic accuracy for the combined final sample (N=62) was calculated for both the
initial psychiatric diagnosis at intake, and for the coded Azima Battery diagnostic impression, in relation to the

long-term outcome diagnosis. The sample was then dichotomized into those with, and those without, a final
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diagnosis on the schizophrenia-spectrum. Statistics for predictive validity were calculated for both the Azima
Battery impression obtained from the projective report, and the psychiatrists’ initial diagnosis at intake found
in the medical records. Positive predictive values were calculated as the proportion of cases diagnosed with
schizophrenia initially (according to the results of the Azima Battery and the psychiatrists’ initial diagnosis)
that were confirmed at one year. The negative predictive values were calculated as the proportion of all cases
that were not diagnosed as schizophrenia initially that were truly a negative diagnosis at one year. Sensitivity
was calculated as the percentage of individuals with confirmed schizophrenia who were accurately diagnosed
initially. Specificity refers to the percentage of individuals identified as not having schizophrenia who were
accurately detected by the initial assessment. These statistics were calculated for both the initial treating
psychiatrist and the occupational therapist.

Mixced methods and patterns of performance

In order to meet the secondary aim of this study, a mixed methods phenomenological research
approach was used to phenomenologically describe and then statistically examine the patterns of projective
activity performance distinctive of early psychosis in individuals who develop schizophrenia. This type of
mixed design is used when there is a need to begin with the qualitative identification of possible variables
(Creswell, 2003, p. 228), such as patterns of performance. Data analysis was sequential-exploratory, beginning
with the qualitative approach and moving into quantitative analysis.

Qualitative analysis

a) Phenomenological analysis: A descriptive phenomenological approach, in line with an objectivist
quantitative epistemology was chosen to analyze the data obtained in Procedure 1. This form of qualitative
analysis aims to describe the essential structure of a given phenomenon while bracketing out theory and other
assumptions (Mayoh & Onwuegbuzie, 2013). In this study, the phenomenon in question was the potential
pattern, or structure, of the experience of incipient schizophrenia as expressed in activity performance during
the videotaped Azima Battery sessions (n=9). The aim was to describe each process and product of creation
in such a way that if a third party were to read the description they would be able to reproduce the drawing,
clay, or finger-paint with some measure of accuracy without having seen the original. This was achieved by
bracketing out the researcher’s assumptions of what the most salient features might be. This analysis involved
immersion in viewing the videotaped sessions with and without the presence of sound, cultivating an open
reflexive attitude by noting researcher assumptions and analyses in memos, and maintaining an open dialogue
with a purposefully created reflection team (Finlay, 2008) involved in the data obtained in Procedure 1.

b) Reflective team analysis: Three occupational therapy experts participated in the reflection team.
These included one expert in the realm of psychosocial occupational therapy, and two in measurement
studies. The first expert participated in the observation and analyses of the videotapes (7 sessions; 28 hours),
in order to generate themes describing the structure of activity performance. The two experts in measurement
studies subsequently participated in questioning and refining the themes and their descriptors. The team

contributed to the maintenance of an open-attitude, descriptive accountability, and rigor in qualitative
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analysis. The emerging themes pertaining to the structure of activity performance were iteratively returned to
and comparisons made between and across the nine participants.

¢) Descriptive themes-as-variables: The finalized descriptive list of performance themes were treated
as variables and transformed into categorical scales of either present (1)/ absent (0); or descriptive variations
of low (1)-moderate (2) —high (3) for each of the five tasks, and for overall performance in the Azima Battery.
All scales were coded so that higher numbers indicated higher risk, greater dysfunction, or predominant
pathology. For example, from a phenomenological perspective, temporality is the subjective experience of
lived time. The sense of time being static was structurally described in the following ways: (a) representations
of human figure and/or animal objects as static or not moving, and/or (b) patticipant blocking or freezing in
time duting activity performance. This observed element was coded as an Action/Inaction item, and scored
for each task as 0 if the figure or object was depicted in motion, or the process of creation was not halted. It
was coded as 1 if the participant depicted static objects, or ‘froze’ during the process of creation. This
codebook went through seven drafts with the reflection team. Once the codebook was finalized, no further
changes were made and it was used to code the themes as variables for the activity performance and created
objects for the whole combined sample from Procedures 1 and 2 (N=62) and entered into the statistical
software SPSS (Levesque, 2007).

Quantitative analysis

Given that the objective was not to create a scale to score the Azima Battery, but rather to identify
potential patterns, the variables thus created were treated as nominal. Phi & Cramer’s V correlational statistics
were conducted to identify the performance items significantly associated with a final diagnosis of
schizophrenia. These significant performance items were concatenated within each task and treated as
‘strings’. Concatenation is the operation of joining nominal (qualitative) information end-to-end. For example,
if you have descriptors such as “poor=>5" for performance item 1, “absent=0" for item 2, and “moderate=3"
for item 3, these are strung together and are read by the statistical software as the string ‘5-0-3’.

In this study the strings were created out of the quantified nominal descriptors of patterns of
performance that were significant within each task, so that each subject had their own string pattern for each
task. The comparative frequency of each potential combination of these strings was calculated for those with,
and those without, a final diagnosis of schizophrenia. This was to identify if certain patterns of performance
items for each projective task were seen more frequently and/or exclusively for individuals with a confirmed

diagnosis of schizophrenia.

7.4. Results

All individuals admitted to early psychosis services between 2011-2013 met the study criteria, of
whom 12 agreed to be contacted by the researcher. Three individuals subsequently declined to participate,
leaving nine individuals who participated in the videotaped evaluation sessions. Retrospectively, the medical

charts of 64 individuals admitted for eatly psychosis services between 1997-2011 were identified as meeting
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the inclusion criteria. Four charts were missing from medical records, three had significant follow up data
missing, and four did not meet the criteria for the standard administration of the Azima Battery (e.g. did not
complete the whole battery, or having a family member present during the evaluation session). Thus 53
medical charts were retained for retrospective data collection. Including the prospective sample of nine, a
final total sample of 62 was achieved.

The demographic characteristics of the sample can be found in Table 7.1. The greater majority of the
sample was male. Only 1/5% of the sample had been in Quebec for multiple generations, the remainder of the
sample was either born in Canada and had moved to Quebec to attend university, or was a first or second
generation migrant from another non-North American country to Quebec. Almost % of the sample had
experienced adverse life events at some point, including or overlapping with 2 the sample having a first-
degree relative with a confirmed diagnosis of a severe and persistent mental illness. In terms of occupational
status at intake, only 10 individuals were participating in multiple age appropriate spheres such as school part-
time work, and social-leisure; whereas 1/3 of the sample was already isolated from and not engaged in any of
the above.

<Table 7.1>

Three individuals met criteria for pre-psychotic symptoms while the remainder was experiencing a
first episode of psychosis with average durations of untreated psychosis of less than 6 months. Of these 62
individuals, 35 had a long-term diagnostic outcome of schizophrenia (56.4%). Table 7.2 outlines the
diagnostic accuracy of the Azima Battery (85%) in comparison to the initial diagnosis posed by the treating
psychiatrist (31%) in the overall sample, per diagnosis. The modal amount of time between the psychiatrist’s
intake interview and Azima Battery evaluation was 1 week. There were no significant differences in diagnostic
accuracy between the nine prospective individuals (88.9%) and the overall combined sample.

<Table 7.2>

The sample was then divided into those with (n=35), and those without a final diagnosis of
schizophrenia (n=27), creating a dichotomous outcome. The initial diagnostic impressions of the psychiatric
interview and the Azima Battery were tallied into a 2 x 2 table to measure predictive validity (Streiner &
Norman, 2008). The initial diagnostic impression of schizophrenia was coded as present or absent with
respect to the final 1-year or more diagnosis of actually having schizophrenia or not for each subject (see
Table 7.3). For example, if the initial diagnosis was present for schizophrenia, and the final diagnosis at 1-year
was also a ‘true’ schizophrenia then this was logged under the cell for both present and true.

<Table 7.3>

Using these cells with a dichotomous outcome, values relevant for predictive validity were calculated.
Sensitivity, specificity, and positive and negative predictive values for both the psychiatrist’s initial diagnosis
and the Azima Battery clinical impression in relation to 1-year diagnosis or schizophrenia can be found in
Table 7.4. The Azima Battery outperformed traditional psychiatric diagnostic interviewing in terms of

detecting incipient schizophrenia at intake into early psychosis services.
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<Table 7.4>

The second aim of this study was to identify combinations of performance items associated with a
final diagnosis of schizophrenia. Using a rigorous descriptive phenomenological approach to generating
items, a final total of 64 themes-as-variables were thus described for the five expressive tasks and the Azima
Battery as a whole. Of these 64 variables, 20 were identified as clinically relevant due to statistical significance
when treated as nominal variables, and supported by prior scientific literature. Table 7.5 provides a
representative description of these quantified nominal variables. The significantly predictive variables per task
were ordered and strung together into patterns of performance for each subject. The frequencies of these
strings were comparatively calculated for those individuals with, and those without, schizophrenia.

<Table 7.5>

In relation to overall performance across the five tasks, only those with a diagnosis of schizophrenia
demonstrated a pattern of increasing fragmentation across the five tasks. That is, as task structure decreased
and became more expressive with the clay and the finger-paint, the subset of individuals early in the process
of developing schizophrenia were disorganized and created objects that were not coherent, or complete. For
those who were organized in their process of creation, only those with schizophrenia demonstrated a pattern
of final objects that were fragmented along with human figure drawings represented as either floating eyes
and heads, and/or depicting male and female figures that are undifferentiated or indistinguishable from each
other (n=18 of the 35 individuals with schizophrenia). This pattern of increasing fragmentation across the
evaluation session was not observed in any of the individuals not diagnosed with schizophrenia (n=27).

In terms of the human figure drawing tasks, the following trends were noted. Figures that were
depicted as static or rigid with minor to major perceptual issues were seen in the productions of 13 (37%)
individuals with a diagnosis of schizophrenia compared to three (11%) not diagnosed with schizophrenia. In
addition, six of the individuals diagnosed with schizophrenia (17%) placed the flat, static figures significantly
off-centre in a quadrant of the page. This combination was not seen in the other group.

With respect to the clay task, no definitive pattern was found to be statistically exclusive to
individuals with schizophrenia. Although, it is worth noting that the perceptual anomalies may be
diagnostically key in the clay task. No perceptual anomalies were observed in the group not diagnosed with
schizophrenia. Conversely, more individuals with schizophrenia (n=7; 20%) demonstrated higher numeric
scores indicating greater patterns of dysfunction within the combination of perceptual anomalies, odd
content, and disorganization. Only one individual without a diagnosis of schizophrenia demonstrated this
higher numeric pattern score. Therefore, within the clay task it may be that the organizational demand to
structure a three-dimensional media is a challenge for those with core features of schizophrenia.

For the finger-painting task, while equal numbers (3 in each group) showed no issues on any
significant variables, 19 of the 35 individuals diagnosed with schizophrenia (54%) showed some degree of the
following performance combination: difficulty problem-solving what they wanted to create and creating a

very simple or poorly executed finger painting with odd or idiosyncratic content. It should be noted that six
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individuals (22%) with a non-schizophrenia psychiatric diagnosis also demonstrated the same performance
pattern although coded with lower (less dysfunction) numerical strings.

Overall, pattern combinations were descriptively noted to be of interest within each of the five tasks,
and in terms of overall performance during the Azima Battery session. However, no specific combination of

performance items emerged as prescriptive of a future diagnosis of schizophrenia.

7.5. Discassion

This clinical study examined the comparative ability of two intake evaluations to detect incipient
schizophrenia in youth seeking help for early psychosis. The results demonstrate the greater predictive validity
of the Azima Battery in comparison to traditional psychiatric interviewing. Providing the client with the
opportunity to engage in unstructured expressive tasks using art media facilitates key observations of the
structure of their experience as manifested in the process and outcome of their activity performance. Whereas
the accuracy of the psychiatrist’s initial diagnostic impression fell within the range reported in the literature
for this population (Rahm & Cullberg, 2007), the Azima Battery outperformed the diagnostic accuracy of
routine clinical psychiatric diagnostic interviewing. Participants in this study had demographic characteristics
comparable to other individuals upon admission to early psychosis services (Henry et al., 2007).

The findings reported here support the research to date on the utility and validity of qualitative,
phenomenological interviewing approaches to accurately detect incipient schizophrenia (Moller, 2001; Nelson
et al., 2008; Raballo & Parnas, 2012). Other studies have also supported the diagnostic promise of using a
projective test with clients in early psychosis (Kalla et al., 2004; Louet et al., 2010). Broadly speaking, the use
of phenomenological diagnostic interviewing and verbal (not activity-based) projective tests perform similarly
with a recurrent approximate 70% rate of diagnostic accuracy or sensitivity for a future confirmed diagnosis
of schizophrenia (Ilonen et al., 1999; Klosterkotter et al., 2001). In this study, the Azima Battery, an
occupational therapy projective assessment, was found to be more accurate and sensitive than what has been
reported in these other studies.

Part of the hypothesized reason for the greater predictive ability of this occupational therapy
evaluation tool is the opportunity to observe elements of activity performance that are expressive of the
phenomenology of schizophrenia. Thus, the secondary aim of this study was to identify and examine patterns
of performance distinctive for a long-term diagnosis of schizophrenia. In this sample, individual nominal
variables related to the structure of the activity performance and the final created object were significantly
correlated with a final diagnosis of schizophrenia. The five items (Table 7.5) with the highest correlations in
this study are not novel and have been reported in case illustrations and small sample (N<20) studies of the
artwork of individuals with early schizophrenia. These observed elements are: 1) fragmentation (Amos, 1982;
Billig, 1969), 2) emptiness of created objects or figures (Harrower, 1958/1980; Weinet, 1966), 3) ovet-
emphasis on eyes and lack of sexual differentiation in the figure drawings (Arieti, 1958/1974; Hammer,

1958/1980; Ogdon, 1977), 4) perceptual difficulties with three-dimensional clay media (Goodman Evaskus,

91



1982), and 5) static temporality or lack of motion (Hammer, 1981; Wenck, 1970). Thus, due to the larger
sample size in this study (N=62), the similar findings become even more significant.

While no final definitive pattern of combination of performance items could be demonstrated,
descriptive trends were found potentially distinctive for a final diagnosis of schizophrenia. Specifically,
patterns that combined items related to the structure or process of observed performance and the created
object (e.g. sequence of organization, perceptual unity, coherency or fragmentation of objects, complexity of
created object) were found. Thus, it is not a combination of exact prescriptive signs within the structure of
activity performance, but “rather, it is the configuration of signs utilized in conjunction with the therapist’s
experience of the person” (Amos, 1982, p. 142), within the whole of the evaluation session that need to be
taken into consideration to account for the high positive predictive value (93.75%) of the Azima Battery. The
whole projective profile includes what was created and how, as well as what was said and how, within an
expressive and engaging mode of evaluation. Therefore, one interesting avenue for future research would be
to articulate the expert clinical reasoning that underpins the administration and interpretation of the Azima
Battery as a whole evaluation process. In addition, research with larger sample sizes would allow for greater
statistical detection of possible projective performance patterns distinctive for a final diagnosis of
schizophrenia. Finally, this study used a dichotomous diagnostic outcome for schizophrenia. Larger samples
would also allow for more fine-grained analysis of the discriminant validity of the Azima Battery in detecting
and differentiating other psychiatric disorders in an eatly psychosis population.

Limitations of this study included the naturalistic retrospective data collection process. Although this
supports the ecological validity of the results, it does mean that only one occupational therapist’s use of the
Azima Battery was compared to multiple psychiatrists’ diagnostic interviews within the everyday of clinical
work. Therefore, it is not known to what degree the expertise of the occupational therapist administering the
Azima Battery was associated with the study results. The coding process for the performance items was not
intended to become a scoring procedure, thus the nominal data, while remaining close to the descriptive
analysis, constrained the type of statistical analyses that could be used. As well, the phenomenological analyses
in a qualitative sample of nine participants may not have reached theoretical saturation for all possible

performance variables.

7.6. Implications for practice

This study validates the diagnostic use of an occupational therapy expressive assessment, the Azima
Battery, with youth accessing early intervention for psychosis services. As such, it highlights a promising
avenue to improve diagnostic accuracy of schizophrenia and ensuing interdisciplinary treatment choices. This
study has important implications for clinical practice. First, the results add to the literature that raises
questions about the epistemologies of diagnosis, and the way in which the psychiatric diagnosis of
schizophrenia is evaluated from differing perspectives such as medical vs. phenomenological. Second, the

Azima Battery, in line with phenomenological psychopathology, places an emphasis on eliciting, observing
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and understanding the structure of the individual’s experience. Therefore, occupational therapists working in
mental health need to be aware of phenomenological psychopathology as an important alternative to
biological psychiatry, particularly as an approach for projective case formulation. In spite of their long history
and clinical utility with help-seeking youth, the use of expressive projective assessments in diagnosis and
detection remain marginal in current occupational therapy practice and research (Zafran & Tallant, 2015a).
Further, beyond detection and diagnosis, it is argued that a phenomenological approach to the Azima Battery
is in line with recovery-oriented guidelines for evaluation (Slade, 2009; Zafran & Tallant, 2015b). Thus, there
is a need to continue developing the research base for the Azima Battery as well as to develop and maintain
the educational preparation required to administer and phenomenologically analyze this form of evaluation

process in occupational therapy curricula.

7.7. Key Messages

1) The Azima Battery is a projective assessment with high predictive validity for incipient and eatly
schizophrenia

2) Diagnostic accuracy is promoted by observing the structure of patterns of performance in the projective
tasks and created objects

3) The phenomenological use and interpretation of expressive assessments should be maintained, developed,
and researched in occupational therapy curricula, and promoted for clinical use particularly in early psychosis

intervention programs.
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TABLE 7.1: SAMPLE CHARACTERISTICS AT ENTRY TO EARLY INTERVENTION SERVICES (N=62)

‘ Mean (SD) ‘ Range

Age 22.85 (4.2 15-35

Male 22.8 (3.8)

Female 23 (5.2

N | %

Gender

Male 46 74.19%

Female 16 25.80%
Immigration status

First Generation to QC 35 56.50%

Second Generation to QC 10 16.10%

Other province to QC 4 6.50%

From Quebec (QC) 13 20.96%
Family psychiatric history

None 21 33.87%

Second degree relative 10 16.10%

First degree relative 31 50.00%
Adverse Life Events

None 14 22.58%

After age 20 5 8.06%

Childhood event(s) 10 16.13%

Adolescent event(s) 15 24.19%

Continuous 18 29.03%
Education

Graduate in progress 4 6.50%

Undergraduate completed 9 14.50%

Undergraduate in progress 26 41.93%

Highschool completed 12 19.35%

Highschool dropped 11 17.70%
Socioeconomic status

Above poverty line 46 74.40%

At or below poverty line 15 24.20%
Occupational Status

High participation 10 16.10%

Moderate participation 33 53.20%

Low participation 18 29.03%




TABLE 7.2: COMPARATIVE PREDICTIVE ACCURACY OF FINAL DIAGNOSIS

Final # correct Psychiatnist's | # correct Azima Battery
Diagnosis N Initial impression Case formulation
Schizophrenia-spectrum 35 13 30
Psychosis NOS/NYD 2 i 1

Pomary Depression (with or without psychosis) 3 0 3

Trauma (PTSD, adjustment disorder) 1 0 1

Manua (bipolar, hypomana, with or without psychosis) 4 2 4

Anxiety (GAD, social phobia) 8 1 5

Pomary substance use/induced state 7 1 2
Personality Disorder — Cluster A 2 0 2
Personality Disorder — Cluster B 4 0 4
Learning disability 1 0 1

Overall disgnostic accuracy = 3% 85%




TABLE 7.3: COMPARATIVE 2X2 TABLES TO EVALUATE PREDICTIVE VALIDITY FOR A

DIAGNOSIS OF SCHIZOPHRENIA (SCZ)

Final diagnosis

True Scz No Scz
Psychiatrist's initial diagnosis Scz present 13 14 27
Scz Absent 22 13 35
35 27
Final diagnosis
True Scz No Scz
Azima Battery case formulation Scz present 30 2 32
Scz Absent 5 25 30
35 27
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TABLE 7.4: COMPARATIVE PREDICTIVE VALIDITY FOR LONG-TERM
CONFIRMED DIAGNOSIS OF SCHIZOPHRENIA

Psychiatrist's

Azima Battery

Initial
diagnosis Case formulation
% Accuracy 41.90% 88.70%
Sensitivity 37.10% 85.71%
Specificity 48.10% 92.59%
Positive predictive value 48.10% 93.75%
Negative predictive value 37.10% 83.30%
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TABLE 7.5: ILLUSTRATIVE SAMPLE OF PERFORMANCE ITEMS SIGNIFICANTLY
CORRELATED WITH A FINAL DIAGNOSIS OF SCHIZOPHRENIA

Variable Description Coding Correlation
*)
Fragmentation Extent of coherency of 1. Objects are coherently created 0.306
created object overall
2. Fragmentation present in figure
drawing tasks
3. Fragmentation present in
expressive tasks
4. All objects are fragmented
Emptiness within the Extent of detailing within | 0. Object has details, even if 0.278
draw a person the object and/or the floating
surround 1. Empty — devoid of details,
minimalist
Draw a person of the Presence of perceptual 1. No gross perceptual issues 0.360
opposite sex-perceptnal | incoherencies within the 2. Minor perceptual distortion
human figure drawing 3. Major perceptual distortion
e.g. flatness, perspectival
distortions, problems
with spatial relations or
figure ground
C/@/.wqmme o . 1. Organized -no issues 0.314
creation Concept formation, : ) )
S . 2. Disorganized — jumps around,
anticipation, ability to
initiate, logic of unsure of goal
> OB 3. Major aberration of
sequencing of .
performance- catatonia
performance regardless
of quality of final product
Camp/w'czg‘y. of Efficiency and quality of 1. Quickly creates a complex FP 0.406
fingerpainting (FP) performance and created

object

2. Slowly creates a complex FP
3. Poorly executed complex FP
4. Creates a simple idea

5. Poorly executed simple FP

(*) significant r for Phi & Cramer's V (p<<0.05)

Range of r values for N=64 variables: 0.015-0.406
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Linking Statement

"Man is the Storytelling Animal, and that in stories are his 1dentity, his meaning, his lifeblood"
(Rushdie, 2010, p. 34)

When used with youth seeking help for a potential first episode of psychosis, the Azima Battery is a
clinically valid assessment tool. The case formulation that emerges from an occupational therapist’s clinical
analysis of the projective activity performance is capable of accurately detecting a future diagnosis of
schizophrenia. The hypothesized reasons for this include (i) the opportunity to observe performance ability in
unstructured expressive tasks, and (i) the phenomenological epistemology of the evaluation process. While
the revealed or expressed structure of performance is certainly a key and central element (Arieti, 1958/1974;
Hammer, 1958; Marcus, 1992), it remains one part of the ‘whole’ of the evaluation session.

The orientation towards observing and interpreting both activity performance as well as the whole of
the session is framed by a phenomenological way of knowing and relating. It has been argued that the use of
visual phenomenology, or a phenomenological approach applied to artwork, highlights that experience is a
mode of interactive engagement and that expressive artwork reflects this interaction (Noe, 2000). A
phenomenological approach reveals both mode-of-being as well as concerns and coping (Dreyfus, 1991),
while trying to orient towards that which matters to an individual in their world (Benner, 1994). Thus,
expressive art is a form of gestural narrative, and in the Azima Battery, is accompanied by exploratory story
sharing. This can reveal identity within a given life world (Dewey, 1934/1980).

In the following manuscript a hermeneutic phenomenological analysis of the Azima Battery evaluation
session conducted with nine young adults recently admitted to early psychosis intervention services is
presented. The epistemological framework is outlined within the methods as well as illustrated in the findings,
and contributes to further articulating this way of knowing for the clinical reasoning of occupational
therapists. The findings illuminate how the (pre)psychotic experience emerges through action and in
narratives, and how these participants create meaning out of their experiences within the context of their life
stories. The Azima Battery is an approach to evaluation that is found to be therapeutically engaging and

clinically useful.
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Chapter Eight (manuscript)

The phenomenology of early psychosis elicited in an occupational therapy expressive evaluation

Zafran, H., Tallant, B., Gelinas, 1. & Jordan, S.

Formatted for submission to the journal Occupational Therapy in Mental Health

8.1. Abstract

The use of an expressive assessment to elicit and understand the structure and meaning of
experiences is in line with recovery oriented policy for youth mental health evaluation. The experiences of
nine young adults of varying immigrant status seeking help for psychosis were explored through the use of an
arts-based expressive evaluation, the Azima Battery. The study used participant-observation methods within
an occupational therapy clinical consultation that was videotaped. Data analysis drew on hermeneutic
phenomenology in occupational therapy, anthropology, and psychiatry to understand narrative, actions, and
experience. The findings illustrate the interpretation of the nonverbal expression of experience through art
media, as well as a deeper understanding of the concerns of the nine participants. The primary themes
highlight the challenges these participants have in feeling connected to a shared world of doing, and in
locating themselves within the temporal flow of time. For these participants, the sense of alterity was not only
related to pathology, but also to significant life events surrounding migration and parental mental illness.
These life events continued to reverberate in the present as an ongoing expetience of difference rooted in
temperament, ethnicity, and/or childhood trauma. Of significance was the potential to read the unfolding of
creation in clay media as an acted narrative, in order to tap into constellations of meaning and the
participants’ mode of relating to what matters most to them. The clinical implications and theoretical utility
of such an analytic approach are discussed. There is a need to cultivate such interpretive frameworks in the

education of occupational therapists.

Keywords

Hermeneutic, Clinical Reasoning, Acted Narrative, Metaphor, Intentionality, Temporality
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8.2. Introduction

“Time 1s a River, not a clock, and it can flow the wrong way, so that the world becomes
more backwards instead of less, and that it can...loop and twist and carry us back to
yesterday or forward to the day after tomorrow.”

(Rushdie, 2010, p. 159)

The move towards recovery oriented care has placed a focus on lived experience (Mental Health
Commission of Canada, 2009). This has been supported by phenomenological approaches to
psychopathology (Sass, Parnas, & Zahavi, 2011; Stanghellini, 2011), psychiatric therapy and rehabilitation
(Chadwick, 2007; Nelson, Sass, & Skodlar, 2009; Perry, Taylor, & Shaw, 2007), and occupational therapy
(Ivarsson, Séderback, & Ternestedt, 2002; Sutton, Hocking, & Smythe, 2012; Zafran et al., 2012).
Phenomenological approaches are concerned with illuminating the structure and meaning of lived experience
(Harland, Morgan, & Hutchinson, 2004). These approaches are relevant for early intervention for psychosis, a
gold standard of care that aims to promote the recovery of adolescents and young adults (Mental Health
Commission of Canada, 2012; World Health Organization, 2012). The phenomenological focus in this
domain of health care is concerned with reconceptualising the living of psychosis from an experiential point
of view that is grounded in philosophies of personhood (Lysaker & Lysaker, 2005; Parnas, 2011), while
simultaneously acknowledging the challenge in accessing, verbalizing and comprehending the otherness of the
psychotic experience (Chapman, 1966; Davidson, Staeheli, Stayner, & Sells, 2004; Kirmayer, 2008b).

The term ‘psychosis’ derives from the Greek and speaks to an abnormal derangement of the mind.
Yet, this is an inversion or play on the original meaning of the term psy&bosis pertaining to that which
animates, referring to the soul or principle of life (Harper, 2001-2014). Existential analyses of the experience
of psychosis describe individuals as having lost contact with vitality and the flow of time (Minkowski, 1927).
Thus, the historical cluster of meanings that surround the term and interpretation of psychosis are
grammatically and figuratively located in our horizons of personhood, and what vitally moves us forwards in
our lives. When self-experience is first disrupted, as it is in early psychosis (Parnas, 2000; Parnas et al., 2005),
it can be extremely difficult to speak of one’s own experience. This can be compounded in a context of being
taken into psychiatry and acquiring (or resisting) a stigmatizing label (Larsen, 2004; Saks, 2007), coupled with
the developmental ability to reflect on and share one’s experience in adolescence and young adulthood
(Harrop & Trower, 2003). Researchers and therapists need to resort to multiple modes of knowing and
listening to youth in a psychotic state, such as paying particular attention to the nonverbal relational space
between self and other (Atwood, Orange, & Stolorow, 2002; Kossak, 2009), accompaniment in daily activities
(Larsen, 2007b), or through the use of expressive media that facilitate alternate avenues for communication
and sharing (Reynolds, 2008; Thompson & Blair, 1998).

Expressive assessments use art media to facilitate communication through creative doing. The
creation of an object that taps into an individual’s experience allows both the therapist and the client to co-
construct a narrative around an object. This can provide a reflection or projection of the individual’s mode of

being (Gunnarsson et al., 2006; Saint-Jean & Desrosiers, 1993). Further, in occupational therapy, the ‘central
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position of the object’ (Azima & Azima, 1959) elicits observations of the way the individual creates and
relates to the expressive object. The unfolding of the process of creation is a non-verbal expression of the
person’s mode-of-being through expressive doing at that moment in time (Arieti, 1958/1974). Analyzing this
performance of an activity within a therapeutic relationship is an occupational therapy specific competency.
In empirical explorations of occupational therapy clinical reasoning, Mattingly has described the
phenomenology of therapeutic activity as one of an ‘acted narrative’ (Mattingly, 1998a). That is, both the
structure and meaning of experiences emerge in both words and actions that are interpreted and engaged with
as a narrative or story-telling plot (Fleming & Mattingly, 2000; Mattingly, 1994). Clinical experts have argued
that this is particularly so in unstructured, or ambiguous, expressive media (Zafran & Tallant, 2015b). Thus,
the use of expressive assessments in occupational therapy with youth experiencing a first episode of psychosis
provide an opportunity to phenomenologically understand the structure and meaning of their experiences.

In Canadian occupational therapy, the first expressive assessment was created to facilitate
communication and understanding with individuals experiencing psychosis. The Azima Battery asks the
participant to create five objects in three different media (pencil drawings, clay, finger-paint) within a standard
setup. Each creative task is followed by a period of open-ended phenomenological interviewing (Cramer-
Azima, 1982). The aim of this study was to elicit and interpret the psychosis experiences of youth as part of
an initial intake into eatly intervention for psychosis, through the use of an occupational therapy expressive
evaluation process (the Azima Battery). This was to (1) deepen the understanding of the experience of help-
secking youth and (2) explore and illustrate the use of a hermeneutic phenomenological analysis in an

expressive evaluation.

8.3. Methodology

This qualitative study is situated within an interpretive paradigm. It uses a participant-observation
design that draws on the operationalization of hermeneutic phenomenology in occupational therapy,
anthropology, and psychiatry to understand narrative, actions and experience. Phenomenology is an
interpretive approach to exploring how our ways of being in the world are inextricably bound up in everyday
doing (Dreyfus, 1991). As such, it articulates an ontology of the in-between whereby truth about phenomena
emerges from between people (e.g. interviewer and participant), between the participant and their created
object, and between the parts and the whole of a text (e.g. a transcript and across transcripts, between one
created object and the next). It is an approach that acknowledges the particularity of a person’s history and
sociocultural world(s) (Desjarlais & Jason Throop, 2011). Our ways of doing (in particular here, expressive
doing) reveal as well as mould our ways of being (Davey, 2006; Park Lala & Kinsella, 2011b). In this study,
the intersubjective role of the researcher in eliciting and interpreting the experience of others is acknowledged

(Finlay, 2009).
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8.3.1. Sampling

This clinical study took place within a Canadian urban university teaching hospital that had created
the first early intervention services for psychosis in that city in 1997. Ethical approval was obtained from both
the associated university as well as the hospital review board. The sampling for this study was purposive and
small (maximum of 10), in order to focus on depth of analysis with participants who had the phenomena of
interest in common (Smith, Flowers, & Larkin, 2009). Thus, the study sampled help-seeking individuals 14-30
years of age receiving early psychosis services for less than three months. The basis for inclusion was
participants who met the Melbourne criteria for risk of psychosis (Parker & Lewis, 2006), or were
experiencing their first episode of psychosis. That is, they might have been experiencing prepsychotic or brief
ot intermittent psychotic symptoms, or a confirmed transition into first-time psychosis, and/or exhibiting a
decline in psychosocial functioning combined with having relatives diagnosed with a psychotic-spectrum
disorder (McGorry et al., 2003). Exclusion criteria included psychotic features secondary to an identified
neurological cause (e.g. epilepsy) and/or incapacity to consent to the research process as evaluated by the
treating psychiatrist. Potential participants were referred as meeting these criteria, with no other biographical

ot psychiatric information, in order for the researcher to maintain an open-minded stance.

8.3.2. Occupational therapy expressive evaluation process

The Azima Battery is composed of five tasks in three media and has a standard set-up, sequence, and
opening instructions for the tasks (Azima & Azima, 1959). This is a general structure within which there is
great flexibility for exploratory, phenomenological questioning that follows the participant’s lead (Cramer-
Azima, 1982). The interviewer and participant sit side-by-side at a table (rather than face-to-face). In front of
the interviewer are pencils, an eraser, paper sheets for drawing and finger paint (12”-18”). Lined along the top
of the table are bottles of finger paint in six set colors, a sponge and bowl of water, and a three Ib. ball of red
clay.

Following an introduction to the evaluation that focuses on art media as a means of communication
rather than artistic ability, the interviewer hands drawing paper, pencil and an eraser to the participant and
asks them to ‘draw anything that comes into your mind’. The following task is to ‘draw a person’, then ‘draw
a person of the opposite sex’. This is followed by the more expressive, or tactile, tasks. After the drawings the
participant is offered a 3 Ib. ball of clay out of which they can make any object of their choice, and finally, to
create a painting using their fingers. Participants are told that they have no time limit for their creations, and
unless they initiate conversation, this occurs in silence with quiet observation by the interviewer. Following
each task an open-ended period of interviewing begins with ‘tell me about what you have made’. This
phenomenological interviewing focuses on the experiences elicited by the process of creation, the meaning
attributed to the object, and safely exploring the associated experiences and memories that emerge, while

honing in on the particulars of the individual’s narrative (Davidson, 2003a) as well as the created objects.
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8.3.3. Data collection

Approximately 30-40 individuals are referred annually to the specific study site (Zafran & Laporta,
2008), all of whom meet the study criteria (Nolin, Malla, Tibbo, Norman, & Abdel-Baki, 2016). Between
2011-2013, twelve individuals, speaking either English or French, and newly admitted to early psychosis
intervention services were prospectively identified by treating psychiatrists as competent to consent and
interested in the study. Nine of these referred individuals consented to participate in a videotaped Azima
Battery evaluation session with me, the author. These sessions were scheduled at times convenient for the
participants already attending medical appointments, and took place in the occupational therapy department
within the same building. The occupational therapy evaluation process was offered as a clinical consultation
within the early psychosis psychiatric service. Open communication with the treating team was included in
the consenting process; therefore, pertinent clinical information for case formulation was shared with the
attending psychiatrist and case manager after the research evaluation session.

Following the completion of the videotaped expressive evaluation, a short questionnaire of
demogtaphic and occupational information (such as cutrent school, social and/or work involvement) was
collaboratively filled out. Following the session I (the author) spent time recording reflective thoughts in
research memos. A research diary and field notes were also maintained throughout the research process.
Three graduate occupational therapy students transcribed the video recordings. The attendant verbatim
transcripts were double-checked for accuracy, and considered data along with the objects created by the

participants, and the reflective memos, research diary, and field notes kept by the author.

8.3.4. Data analysis

I was immersed in hermeneutically analyzing the multiple forms of data over the three years that the
study was active. This immersion involved attendance to what was said, how it was said, what was created,
how it was created, as well as the intersubjective experience of conducting the evaluations. Videos were
viewed at first with sound, and subsequently without sound to improve attendance to body language, facial
expressions and actions. The verbatim transcripts were annotated for paralinguistic, temporal, and
observational markers such as Yeans in to remonld the clay...15 second silence...’. The first approach to the analysis
involved noting significant (micro)events (Jackson, 1998, 2005; Mattingly, 2010a; Stern, 1985) between
participant and interviewer, such as transitions in mood or verbosity, as well as events between the client and
the creation of their art object, for example shifts in rhythm or body language. Through this process of
immersion a sense was formed of each participant’s key concerns, what was meaningful to them, their
narrative structure, and ways of expressive doing.

This was followed by a deepening of the analysis, which involved a detailed and thorough description
and interpretation of each session and the various forms of data while paying attention to the researcher’s
(author) initial thoughts and assumptions. Further, noting how these assumptions were influencing what was

revealed or concealed in the emergent interpretations, that is, engaging in the hermeneutic circle to articulate
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pre-understanding (Laverty, 2003). Participant narratives and objects were attended to in terms of the
metaphors, cultural resources, aesthetic, and bodily qualities of experience that they revealed (Kirmayer, 2004;
Mattingly & Lawlor, 2001; Park Lala & Kinsella, 2011a). Significant elements, themes, phrases and
observations were noted and fleshed out within and across participants. These parts were integrated into a
sense of the ‘whole’ for each participant, and across participants, in a hermeneutic cycle where each
conceptualization of the ‘whole’ in turn shifted the interpretation of the parts, and back again.

This analytic process was interlaced with dialogue with my doctoral committee, analytic and creative
(poetic) writing (Kinsella, 2006b; Milligan & Woodley, 2009), and by further reflection on the constant
moving between the parts and the whole for each participant. Ongoing reading of empirical, literary, and
philosophical texts related to phenomenology, occupational science, and first person accounts of the
experience of psychosis also supported this interpretive process. This movement of deepening understanding
allowed for the emergence of an over-arching grasp of how each participant’s way of being was linked to their
horizons of meaning in their current situation and particular histories (Alvesson & Skéldberg, 2009), and how
this was revealed through expressive doing and narrative sharing. These themes were acknowledged to be
possible interpretations, and I remained open to other ways of understanding the data (Kinsella, 2006a). This
was facilitated through the presence of a purposefully composed reflection team.

In terms of the trustworthiness of the findings, in the first year of data analysis, three experts in the
realms of occupational science, phenomenological psychiatry, and qualitative research participated in the
observation (n=10 sessions; 19 hours) and analysis of the videotapes. They contributed to the maintenance of
a reflexive stance, depth of interpretation, and rigor in qualitative analysis through dialogue (Kinsella, 2012b).
The use of purposeful naturalistic sampling increased the possibility for transferability; which, coupled with

detailed descriptions, allows a reader to judge for themselves the relevance of the findings.

8.4. Findings

Over the course of two years (2011-2013) twelve individuals were referred to this study, of whom
nine consented to participate in a videotaped expressive evaluation, the Azima Battery. They had all been
admitted to an early intervention for psychosis service in the month prior to participating in the research
session. The expressive evaluations lasted approximately three hours on average (1.5-4.5 hours long). The
participants were 18-28 years old, and included five women. Five were first generation migrants, two were
second-generation migrants, and two had recently moved from other parts of Canada. Five of the nine
participants had a significant family history of severe mental illness, and six reported adverse life events such
as abuse or neglect, poverty, or war trauma. Five of the participants had experienced these adverse life events
in the context of a parent having a severe mental illness. Only one participant presented with current
substance use (Tariq), and one had used substances in the past (Dinesh). A description of the participants and
their current occupational status can be found in Table 8.1, in the order in which they were interviewed.

Pseudonyms have been assigned and salient features such as country of origin, exact age, and specific
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occupational details have been de-identified in order to preserve confidentiality. The final column of the table
outlines significant life experiences that the participants self-identified as important to them, and of ongoing
concern. These are summarized in brief in Table 8.1 for the reader to better situate the illustrated themes
below.
<Table 8.1>

The following findings are a selection of the most striking and consistent themes interpreted for all
the participants. The first three themes focus on understanding the participants’ experiences of psychosis
while the fourth theme relates to occupational therapy clinical reasoning in understanding what is meaningful
for the participants. For each theme, the reader is provided with a brief overview of the analytic concept as
synthesized from the relevant empirical and philosophical literature. This is followed by illustrative data.
These illustrations are provided in a ‘whole of the parts’ for a participant rather than snippets from each

participant, to maintain fidelity to a hermeneutic analysis, as well as for clarity.

8.4.1. Tenuous intentional arc

Intentionality is the notion that all consciousness or mental thought is about or towards something
or someone (Parnas, 2000). Rather than focusing, though, on the potential psychological or mental content of
the participants’ minds, a phenomenological approach deepens this concept to refer to an orientation towards
the world around us, a mode of turning towards being and engaging in the world, while also being constituted
by it (Davidson et al., 2004; Park Lala & Kinsella, 2011b). Thus, intentionality becomes a verb, a mobile
intentional arc that orients self-in-the-world (Merleau-Ponty, 1945), or the experience of being ‘called’ by a
meaningfully shared world (Reed, Hocking, & Smythe, 2010). The notion of an intentional arc is particularly
salient in the experience of psychosis, if psychosis is first and foremost understood to be the loss of contact
with reality (Parnas, 2011), a disconnection from the world around us. This tenuous intentional arc was
described by the participants in moments of being disconnected from the process of drawing, or in relation to
the content of the created drawings. I also experienced this during the evaluation session as a peculiar sense
of being cither an object or audience to the participant, as emotional or gestural expressions of interest,
fatigue or surprise remained unregistered or unacknowledged by the participant. Participants explicitly
narrated their difficulties with connecting and moving towards their worlds, or in sensing that people and
activities might pull them out of their inner experience.

Naoko comes thrilled to participate in the study, ‘I LOV'E A##” She shows up dressed all in pink,
with a cartoon character on her t-shirt. She has a deep voice with expressive variations in pitch and cadence
that dramatically modulate her narrative. In spite of her expressed enthusiasm and total investment in all the
media and process of creation for over four hours, Naoko mentions “losing interest” in what she is making
while making it, and uncertainty about where her created images and forms have come from, “somehow these
words dropped onto the paper and then I'm like ‘o00bbbh’ where did that come from?” She in particular cannot connect to

her first drawing of floating faces, symbols and fragmented ideas, nor her final abstract finger painting in
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multiple colors and squiggles. She pushes away these creations, covers the drawing while changing the
subject, at times perplexed at what she has made. In these moments she speaks of herself and her process in
the third-person, as if it is an ‘Other’ who has engaged in the activity.

Leanne comes dressed professionally from school, in a shirt and cardigan. Her voice is lilting and
soft, and she keeps the same, even, moderated pace throughout the three hours we are together. Leanne’s
creations reveal a highly organized individual who is able to think of, and make, well thought through and
complex objects such as the drawing of a detailed scene in a park by a lake, complete with shaded bench,
trees and birds. Yet, she too, sits perplexed in front of her three drawings, wondering where they have come
from, describing both the scene and her figure drawings as “o/d... distant... Hmm. .. I guess I don’t really have any
thoughts or attachments to this person...I can’t really explain it”. She herself relates this uncertainty to a more
profound challenge in experiencing what she may be drawn to, or called by. “Uw... sometimes I almost feel guilty
Sor it when I honestly don’t have a preference. Lifke, sometimes when people try to mafke you choose. .. it’s frustrating becanse yon
Jfeel almost like they think you just don’t care, but really it is just that...whatever”. Leanne describes years of retreating
into bed, simply because there isn’t much in the world around her that pulls her out. “I just felt horrible all of the
time. And 1 would do things because I had to be doing something. I never actually wanted to do anything.” This description
of her lived experience stands in stark contrast to her academic achievements that include obtaining full
scholarship grants and attending graduate school. Yet, Leanne continually describes her experience as that of
a “lump”, one that has great difficulty reaching out into the world and to those around her. Leanne says she is
“very much the type of person that I kind of... leave it to the other person to initiate anything”. Leanne’s nature scenes in
pencil, clay and finger-paint are devoid of people, and her figure drawings are anonymous and unidentified.
She appears nowhere in her work.

In two poignant instances, stark breaks in intentionality were observed when both Dinesh and
Priscilla minimally drew empty circles after much trying and thinking. Both were unable to respond to either

closed or open-ended questioning to elaborate on their drawings.

8.4.2. Frogen temporality

Leanne describes the experience of disconnection from a shared world or from pleasurable doing as
one of “passivity...floating along”. This sense of being untethered from a daily thythm, of not being pulled into
or called by the world is bound to the sense of time being frozen, of not passing by. Heidegger’s treatise on
Being and Time places temporality — the subjective experience of time — as the horizon within which
affectedness (finding things and ways of doing that matter) occur (Dreyfus, 1991). Psychosis seems to have
thrown these individuals into ‘stuckness’. The sense of time being slowed or static was observed with all
participants creating immobile human figures and/or animal productions that were described as not going
anywhere, along with at least one of the following: (a) narratives ‘stuck’ at one particular experiential moment
in time (b) bodily freezing in time during the process of creation (c) sessions occurring without the

participants having an awareness of time passing, increasingly notable during the tactile clay and finger-
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painting tasks, and (d) descriptions of the inability to move forward into the future, with existential and
identity implications, as described in the next thematic section.

Clementine is a rapid speaking francophone with a Spanish lilt in her voice. Her ponytail bounces as
she speaks, and even though she speaks quickly and a lot, she often stops to yawn and her eyes droop. She
attributes this to being on medications for the first time. Like the other participants, Clementine loses herself
in the process of creating. While different descriptions and stories initially emerge for each of her five
creations, over the course of three hours Clementine invariably circles back to the year prior to her
hospitalization. She describes this partly in the third-person, when “wobody recognized me, like, plenty of people said
it’s not the Clementine we know, like, we don’t know you anymore. . .and then, at the end of the year, half-dead like. . .everyone
was wondering when she wonld, like, return to normal.” Although activities and events have occurred since her
decline into psychosis, including a successful hospitalization and resuming classes in a new college,
Clementine’s experience is frozen in this part of her ‘unfolding story’ (Bruner, 2002). She is certainly
searching for meaning in what has happened, returning to the chronology of events. She is particularly
focused on narrating having a mother with a mental illness who lost custody of Clementine when she was
eight years old. Yet it was her mother who was the one who stepped in and made sure she got the help that
she needed. However, beyond narrating this mother-daughter relationship, Clementine subtly continues to
literally be stuck in that moment in time, in that of descending into depression and psychosis. Although
Clementine appears to now be making plenty of efforts, the outer markers of movement forwards are not
matched by an inner experience of a fluid temporality. She remained at the time of the evaluation, stuck in
that year of despair: “Well now, I, I still have nightmares, I never have like nice dreams. I'm never at ease since I've come ont
of that, I never sleep well. It's always dreams that like finish. . .that go bad.”

Of the nine participants, Nathan literally embodied a frozen temporality in the most visible manner.
On the behest of his sister, Nathan had moved from Western Canada three months prior, and had only been
seen in psychiatry twice when he came to the evaluation session. He had just found out that his years of living
in his father’s basement were due to ‘psychosis’. He was beginning to creatively write again, and he brought a
published comic book that he had written a few years prior, to share with me. Although he was 24 years old,
Nathan appeared much older. He sat through the 3.5 hours session with some gestural arm movements, deep
sighs, and looking my way a few times. His torso remained mostly fixed in his chair, his gaze lowered at the
table in front of him. Throughout the process of creating his five objects, Nathan demonstrated a start-stop-
start thythm. That is, he would be leaning in, drawing a line, imperceptibly stop drawing or moving, then
continue. This rthythm remained throughout, with a peak event midway during the session. Nathan was asked
to ‘draw a person of the opposite sex” and his response was just over six minutes of total silence and bodily
freezing. I was so taken aback by this development that for the first few minutes I mirrored Nathan and also
became a statue, but as the minutes progressed, my sense of discomfort grew. I could not understand what
was happening to him and where he seemed to have disappeared to, as if Nathan was no longer there, only

the shell of his body. Finally, Nathan was able to begin, and when he finished he quipped: T see to have a hard
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time with women”. We both laughed at the release in tension. An intelligent man, Nathan reflected on his
inability to simply move, and for his final task he painted himself as a stick figure looking, through a
microscope larger than himself, at a bundle of his emotions represented by a blue circle filled with red and

yellow.

Sometimes 1 lose the microscope just because 1'm inundated by everything else. Sometimes it's just
overwhelming the. .. nebulons fear, the nebulons guilt... Sometimes I can force myself into a calm position
Sfrom an extremely uncalm one...but unfortunately it turns off all emotions. 1t’s like... a numbing
position... it’s like an emergency switch in my niind that I've somehow either created or discovered, that, you

know, you throw in instantly (and) you're completely numb to all emotions.

It is appealing to shift into medical language here, and label Nathan as having symptoms of catatonia
or Clementine as experiencing posttraumatic stress disorder. These explanations are valid. However, beyond
the search for deficit and pathology (Davidson et al., 2004), in trying to understand their current situation, the
experience of lived time as stuck, stuttering, and stalling translates into a kind of immobility within the
everyday. It was necessary for Nathan’s older sibling and Clementine’s mother to take over decision-making

as simple acts of meaningful daily doing could not be willed by them through desire or motivation alone.

8.4.3. Disconnectedness: “I’ve always been different”

Being disconnected from meaningful people or activities, and feeling frozen in time have significant
implications for one’s occupational identity in the world. A phenomenological understanding of psychosis
leads us beyond the medical categories of ‘negative symptoms’, or rehabilitation terms such as ‘lack of
motivation’, to understand how the very structure of one’s experience (as opposed to cognitive skills or
emotional reactions) moulds “who one is and wishes to become as an occupational being” (Kielhofner, 2008,
p. 106). In the search for meaning, to find words to describe their experience of disconnection, all the
participants spoke of consistently having been different in some way. Some spontaneously described
themselves as always having been introverted, isolated and prone to living in the imaginary (Naoko, Nathan,
Leanne, Tariq and Dinesh). Although, more inclusively, four types of intertwined storylines involved this
sense of difference and disconnection: temperament, enduring challenges related to being an immigrant,
adverse life events, and/or distuptions due to having a parent with a mental illness.

In the first few minutes after drawing a detailed bird, wings outstretched, waiting to fly, Behgha says:
“Yeah, it's like my life isn’t moving forward.” Behgha is the youngest of three in a family raised by a strict father.
“T've always been different” says the quiet-spoken African youth, T guess maybe I'm sensitive in (situations) or... I get my
Jeelings burt. .. or care more about what people think than certain other people wonld”. He described very few moments of
feeling like he fit in, “T stand ont” because of his incredible lanky height and visible ethnicity, and so “yox have to

know what to say in order to do properly”. Tariq, Dinesh, Priscilla and Mei-Hua also openly referred to ethnic
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differences. For them, as for Behgha and Nathan, visible physical and behavioural differences were easier to
speak of than the sense of difference rooted in painful childhood experiences at home and at school.

Tariq, Dinesh, Mei-Hua, Clementine and Nathan all spoke of a parent with mental illness who either
had to abandon them or had great difficulty in maintaining an emotionally safe home environment. In his
current state of significant social and occupational isolation, Tariq refers to relationships as bound to fail:

“love between humans is imperfect, it’s incomplete.” Tariq punctuates his floating days of playing the guitar alone at
home “withont seeing the hours go by”, sometimes going to the gym or to a coffee shop, and weekly nocturnal
underground parties. He uses drugs to help him overcome his inabilities in experiencing connection to others,
and speaks of his metaphysical struggle to connect beyond the surface of things. These participants also
avoided connection based on prior relational challenges with parental figures. This was compounded by the
fear of becoming like their ill parent. Dinesh fears developing schizophrenia like his father, and ending up like
him. “He works in a restaurant....and doesn’t take his medications. He still believes that what he saw in bis psychosis was a
sign from God...and I also had religions beliefs during my psychosis. He’s not the talking type. He doesn’t know how to... react
really socially... Yeah. As twisted as it may sound, yeah. He’s still my father. I still love him.” In searching for meaning,
like Dinesh, Tariq, Clementine, Nathan and Mei-Hua speak of their love of their parent, of balancing the fear
of becoming like them with images of the parent’s resilience and what strengths they might learn from them.
Mei-Hua says “Through that thing [mental illness], I know that my mom is a very strong person. Even as a mom, she can get
through all those things. As a child, I will learn from ber.”

The experience of disconnectedness that the participants attributed to being different from others
didn’t stop them from searching for connection with others or activities. Like Clementine, Behgha was
applying to attend a new college. Nathan optimistically looked forward to outings with his sibling and writing
again. Yet, in spite of this, the long-standing experience of difference made it difficult for these young adults
to find a place where they might belong, where they could fit in, where their horizons of meaning are shared
with others. From the chronology within their narratives, it seemed as though this disconnectedness bred
further disconnection, separation, and immobility, for example Naoko explains that “oxe of nzy roommates, she got

a bit scared” of her and so Naoko withdrew even more.

8.4.4. Where constellations of meaning lie: Clay as acted narrative

The shift from the three paper-pencil drawings that evoke an academic or intellectual task, to clay, a
three-dimensional tactile media, fostered a shift in expressive content and evocative process in the
participants’ relationship to their ‘object of desire’ (Bruner, 1990). That is, they all created an object that
represented what mattered most to them and which, upon exploration, revealed what constitutes the ‘ground’
of their interest in the world and their ‘best good” (Mattingly, 2014; Okumu, 2007). The particularity of the
clay task led to an understanding of what I think of as their ‘constellations’ of meaning, which I define as the
meaning they have created from the intertwined clusters of their lived stories from across significant

moments and events in their lives. Further, the process of creating this ‘object of desire’ and narrating the
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constellations of meaning around it revealed the participants’ ways of engaging in their worlds towards that
which matters the most to them. The way each participant’s stories related to their manner of creating and the
structure of their final clay object revealed an ‘acted narrative’ (Mattingly, 1998a) about their experience of
trying to orient to what is meaningful, yet cannot be reached by them. An experiential narrative has a
temporal structure, a before and after of significant events or disruptions, as well as (im)possibilities, and
alternate ways that things could have turned out (Bruner, 1986). If experience demands narrative form
(Mattingly, 2010a), this form is revealed both in words and in expressive actions. The clay task elicited these
particularly meaningful ‘could-have-been’ representational and gestural narratives.

Mei-Hua quit her graduate schooling as she became more unwell following interpersonal difficulties
in her research lab. Throughout the drawing tasks she was folded in on herself, having great difficulty
recounting her distress at school, her new dependency on her husband, and her mother coming to Canada to
care for her. Yet, when offered the clay, she sat up straight, a smile flitting across her face, and leaned
forwards to touch the media with both hands. She quickly nipped some of the clay and began to create a
teatime scene composed of a table on which were placed a teacup and saucer, a plate, and a bowl. “This is a tea
table. On it, there’s a plate, there’s a teapot and a cup, and there’s tea inside. And every time we will have tea, we actually will
have some. .. candies here. And some peanuts. And some fruit. So, my family will gather together. In the afternoon, we have
afternoon tea. 1t’s. .. my beantiful memories.” Mei-Hua goes on to speak of her childhood in her family, long before
her parent’s divorce, her mother’s illness, or leaving her native land. Beyond nostalgia for good times, Mei-
Hua asserts “T will go back to my country. . .to recover...to be where I am respected”. She desires a return to home,
culture, and a sense of relational safety. Yet, the table and tea set that she has created are tiny in microscopic
detail. The whole object is barely one inch high and wide. She has placed her finished product at arms length
from her, and as she speaks, the three-legged tiny table wobbles and collapses flat. So do her shoulders, as she
goes onto explain that her husband has had a job offer in the United States and that they will be moving there
as soon as he completes his doctoral degree.

Nathan spent much of his childhood hiding from bullies at school in closed classrooms, as well as
hiding in his bedroom closet from his mother’s illness episodes. He had retreated into his fathet’s basement at
the end of his second year of university. While hiding in dark and closed spaces he discovered a love for outer
space, for other possible worlds, which he depicted in his comic books and creative writing. In clay he created

a space station, saying,

“Yeah, that was the initial plan. The plan was to get a PhD in astrophysics and to discover...Well I
guess it’s supposed to be my dreams right there. I'd love to be in space. I'd love to... 1'd love to do a
whole bunch of things like that including seeing us get into outer space and being in little spaceships

gooming around...But. .. I don’t know, I suppose... I dunno...1... just would have really liked to
bave... got into physics. I wonld have really liked to have.... [OT: Gone down that path.]...Y eab.
And I doubt 1 ever will now.”
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He has flattened and spread out all of the clay with the fingertips of both hands, creating a hilly surface with
depressions on which he has placed two oval balls of clay to represent two shuttles. He too places his object
at arms length from him. After saying that he doubts he will ever get to go back to school, he leans back, even
further away from the object that represents his desire. Unlike Mei-Hua, there is absolutely no detail in his
creation. Without his narrative, there is only an amorphous mound of clay with two more squished blobs on
it. It sits on the table, anonymous and unattainable.

Tariq has spoken non-stop throughout his three drawings, trying earnestly to explain his struggle to
find love. He has described a childhood of being emotionally neglected by his mother and sexually abused by
a family member. He shares just enough to feel understood and then returns to trying to explain his struggle
with Satan, his struggle to be good, to stop drugs, to find a good woman, and to overcome the inertia of his
days. The clay slows him down. He is quiet for the first time in over an hour. He tentatively touches the clay,
and finally tears a chunk into his palm, stands up partway from his chair, leans over the table, and flattens the
clay with the whole of his weight into a disk. He adds radial lines around it, and etches in two dots for eyes
and a downturned smile. It is a two-dimensional object described as a “sad sun”. He leans back — unlike with
the drawings, he stays far from this representation. He talks about God, and his desire to find some kind of
spiritual peace as well as social accomplishment in his life, such as a job, money, and a wife. He tries to make
sense of his inability to find these: ‘I know that I am hurting myself staying like this, doing nothing for example all day in
my room I do nothing and 1 know it hurts but God wants this for me, he knows things that I do not understand.” Tariq
speaks of being in the shadows, of not knowing how to find his way to receiving the nurturing warmth of the
sun. “The sun it’s it’s it’s me imprisoned seeing things as they appear and not as they actually are and the sun is blinding my
eyes and... I think the sun is here and me I look at it and it burts me.” The sun’s rays that he has made lie disjointed
and disconnected from the central circle. The downturned smile stares blankly back at us as his voice trails

off.

8.5. Discussion

“Everything has shape, if you look for it. There is no escape from form” (Rushdie,

1981, p. 226)
The use of the Azima Battery - an arts-based, occupational therapy expressive evaluation - facilitated

the visual representation and narrative exploration of the lived experience of young adults recently admitted
into psychiatric services for a first episode of psychosis. The act of creation, the side-by-side nature of the
session, the potential for the expressive object to safely mediate emotional distance as well as open up
metaphoric exploration, all contributed to the participants ability to reflect on and verbally articulate what
they were experiencing. In addition, this therapeutic mode of evaluation was experienced as engaging by the
participants as all nine of them were reluctant to end the session, even after 3-4 hours of interviewing. They

all asked, “can I see you again?” as well as “can I come back to visit my pieces and yon?” In this first and only meeting
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with this occupational therapist, participants shared difficult topics not previously discussed with their
treating team such as ongoing suicidality (Behgha), history of abuse or harassment (Tariq, Mei-Hua, Nathan),
and issues around sexual orientation (Priscilla). The use of the Azima Battery facilitated relational and
empathic understanding of ‘extreme experiences’ (Kirmayer, 2008b).

The analytic framework was rooted in the way hermeneutic phenomenology has been taken up in
occupational therapy, anthropology, and psychiatry. Such an approach allowed for a deeper comprehension
of lived experience of psychosis by entering the language and structure of the world of the individual with
psychosis (Doubt, 1994; Lysaker & Lysaker, 2002). In addition, this study contributes to the clinical reasoning
of occupational therapists and addresses the stated gap that “[t]he clinical problems that are systematically
most difficult for therapists are those that fall within the phenomenological domain, yet these have been
given the least amount of attention in the education of therapists” (Mattingly, 1991a, p. 985). The following
discussion focuses on the clinical and theoretical implications of the methodology and findings reported
herein.

When this approach to hermeneutic phenomenology was applied to observations of activity
performance and associated narratives, two key structural elements of the psychotic experience were made
visible: A tenuous intentional arc and frozen temporality. These findings are the same as those in studies of
the phenomenology of psychosis (Bradfield & Knight, 2008; Lysaker & Lysaker, 2005; Minkowski, 1927; Sass
& Parnas, 2001; Urfer, 2001). What this study contributes is the observation of how these structural elements
unfold in the process of an expressive activity, and adds to the literature on the use of expressive assessments
with individuals admitted to psychiatric services (Heidgerd, 1958/1980). The inability to experience
connection to a shared wortld, or to feel time as a fluid, vital thing, has implications for what kinds of
challenges an individual may experience in their day-to-day functioning. Rehabilitation therapists may be
tempted to label this experiential state as lack of motivation, or negative symptoms. The participants
interviewed herein were motivated: they explicitly spoke of what they desired but varied in how hopeful they
were to obtain their goals, as well as more profoundly, their ability to initiate motion towards those goals. For
those, such as Leanne and Clementine, who were actively engaged in the world around them, connecting to
the experience of success or motion forward was a challenge. Therapeutic approaches that foster a sense of
‘mineness’ (ipsiety) of self-experience (Parnas, 2000), promote the experience of agency-in-action or
connection-to-action (Lysaker, Glynn, Wilkniss, & Silverstein, 2010), or more simply, that facilitate the person
with psychosis to experience being the hero of their own story (Davidson, 2003b), should therefore be a
focus in rehabilitation interventions

In terms of meaning, the participant narratives moved the understanding of their experiences from
one of pathological structure to one embedded in sociocultural trajectories defined by hurt and difference.
“Central to the temporal and embodied structure of human experience is the existential fact that we are
emplaced in a world” (Desjarlais & Jason Throop, 2011, p. 90), and that the structure of this experience is

constituted by a lifeworld. Beyond psychosis as a pathology that distorts the experience of ipseity and self-in-
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the-world from within (Parnas, 2000; Raballo & Parnas, 2012), these participants were also survivors of
traumatic childhood events such as abuse at home and at school, periods of emotional abandonment by loved
ones, and negotiating cultural differences that were described as hostile. These lifeworlds also contributed to a
sense of alterity, or otherness, and fed the experience of disconnection from without. These historical life
events, the shock of the psychotic episode itself (Shaw, McFarlane, Bookless, & Air, 2002), and ongoing
challenges with integrating as visible minorities (Morgan, Charalambides, Hutchinson, & Murray, 2010) were
much more than static risk or explanatory factors for psychosis. For these participants these events were very
much alive and ongoing. The past, as well as their future hopes and expectations, were wrapped into the
‘threefold’ present (Ricoeur, 2002).

This has clinical implications for therapeutic strategies beyond the evidence-based medical
management of psychosis, as there may be a tendency to reduce and attribute all symptoms to psychosis or
schizophrenia, once this illness has been diagnosed. However, based on these participants experiences, it is
clear that there may be a need for approaches that safely ask about and address traumatic histories in
individuals primarily seen for psychosis (Read, van Os, Morrison, & Ross, 2005). Further, for these
participants, who were either first or second generation migrants or had moved to the province from other
parts of Canada, these approaches would need to be informed by culturally safe practices to conceptualizing
problems and treatment planning (Kirmayer, 2012; Zafran, 2015).

The form and meaning of the participant’s experiences was particularly revealed during the clay task.
This expressive task has traditionally been ‘read’ in occupational therapy for its cognitive-organizational
(Goodman Evaskus, 1982) or psychodynamic-emotional content (Azima & Azima, 1959). Occupational
therapy studies that hone-in on experience reveal that “what may be at stake in both clinical research and
translations into practice is...how the terms by which we examine therapeutic practices transform what we
are able to see” (Park, 2012, p. S44). Mattingly’s empirical and philosophical studies on clinical reasoning in
occupational therapy have richly described and explored the use of activity and the therapeutic relationship.
Using a narrative phenomenological paradigm, she contends that the creation of a post-facto narrative to
coherently describe one’s experience of disability or suffering is not the central focus in occupational therapy.
Rather, the goal is to understand the actual experience of narrative disruption and to “locate desire”
(Mattingly, 1998a, p. 107) in order to drive motion towards meaning again. Further, if experience has
narrative form in that it unfolds within an orientation to bodily space, temporality, and relationships, then this
experience-as-narrative can be ‘read’ as dramaturgical action (Mattingly, 2010a). That is, rather than just the
cognitive-verbal ‘telling-about’ experience, when engaged with participants sharing ‘with-us’ in the present-
tense about historically significant events (Mattingly & Lawlor, 2000), their narrative is both told and
(en)acted in the unfolding of therapeutic relationship and activity (Fuchs & Jaegher, 2009).

In this study, purposefully expressive activities were offered through the use of an occupational
therapy evaluation tool, the Azima Battery. It was during the clay task in particular that significant (or

dramatic) experience became the focus of attention for the participant. When the whole of the creation,
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actions, and story-telling around the clay task was hermeneutically read as an acted narrative, I was able to
grasp and understand the constellations of meaning around the origins of, and what mattered most, to these
participants. More deeply, this way of knowing fostered deep understanding of their experience of orienting
or engaging with their represented object of desire. This is core to the philosophy and work of occupational
therapy. This finding indicates the centrality of the choice of interpretive (or clinical reasoning) framework in
terms of what is revealed in the analysis of projective activity performance. Therefore, there are implications
for occupational therapy curricula and translation into practice. The hermeneutic phenomenological approach
illustrated herein provides empirically driven and philosophically informed concepts for clinical reasoning.
This approach to activity analysis needs to be translated and included in the education of occupational
therapists as it allows for a deeper way of seeing, and thus evaluating and intervening at the level of lived
experience (Mattingly, 1994; Mattingly & Lawlor, 2001).

There are some limitations to this kind of qualitative study. The interpretations proposed herein are a
set of possible interpretations; there are other ways of analyzing the data that would lead to different findings.
This is inherent to a hermeneutic paradigm, therefore illustrations have been presented with descriptive
details for readers to come to their own conclusions, and citations to other studies that have found similar
understanding have been provided. In terms of the naturalistic sample, this study was conducted in a city with
the third largest foreign-born population in Canada (Statistics Canada, 2006). The findings related to the
experience of culture and difference may or may not be similar to other contexts in terms of immigration,
youth experience, and local socio-political climates (Das-Munshi et al., 2012).

Future research to further develop the narrative reasoning (Mattingly, 1998b) of occupational
therapists using expressive assessments with youth seeking help for psychosis should focus on translating
how to elicit and listen for both narrative disruptions as well as constellations of meaning. This is of import
both for currently practicing clinicians as well as occupational therapy curricula. The link to intervention
could then become one of therapeutically plotting meaningful experiences (Mattingly, 1994), that can provide
possible narratives. If psychosis is about disconnect, then eliciting and attending to the (micro)moments when
the person’s intentionality is tethered to a meaningful phrase, mood, activity, or person, can help to tailor
interventions that focus on doing and belonging (Hammell, 2013), within an orientation towards the future,

as well as a healing of the past (Whitley, 2010).
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TABLE 8.1: PARTICIPANT PSEUDONYMS AND BRIEF DESCRIPTION OF THEIR SELF~-

REPORTED SIGNIFICANT LIFE EXPERIENCES

Pseudonym | Brief Identifier | Occupational Status Significant Life Events
Naoko 20 y.o. woman, International student, living in a | Only child, moving across the world on her own
immigrant from | dorm, and enrolled in first year | to study was the biggest transition she had ever
E. Asia university. Financially experienced. She developed a strong Christian
supported by her parents faith in the weeks prior to being interviewed
Behgha 18 y.o. male, Living at home, stopped Youngest of three, raised by a father who believes
immigrant from | college. Is now applying to new | in physical discipline and punishment. Behgha
war in Central school programs, volunteers at | had attempted suicide which is what brought him
Africa the SPCA". Comes from a well | to psychiatric services
to-do family
Clementine 18 y.o. female, Living at home, had stopped Her parents divorced when she was 8 years old
parents college and part-time work ata | due to her mother’s mental illness. She and her
immigrated from | fast-food restaurant. Just older sibling were raised by her father in a poor
South America started college courses again. neighborhood
Financially supported by her
father
Dinesh 21 y.o. male, Living at home, stopped Father diagnosed with schizophrenia and has
immigrant from | university. Currently not always refused treatment. Parents remain
SE Asia engaged in any meaningful together. Has one sister. They grew up on the
activities. Family lives close to margins of poverty. Dinesh broke up with his first
the margins of poverty. serious girlfriend as he began to feel unwell
Considering applying for
welfare
Tariq 28 y.o male, Living on his own, goes to Was given by his mother to his aunt when he was
immigrant from | nightclubs and the gym. Spends | a child. He was raised with his cousins with
NE Africa his days alone. Lives on welfare | sporadic contact with his mother and sisters.
with his older sister helping Sexually abused by a caregiver. Moved to Canada
him financially at times to study and escape civil turmoil. His mother died
soon after he left
Nathan 24 y.o. male, Was living in his father’s When he was 5 and his siblings were 9 and 10, his
moved from W. | basement for two years after father worked up north and developed cancer
Canada stopping university. Moved into | within the same time period as his mother
an apartment in the same developing a mental illness. Was severely bullied
building as his sibling a few at school through his elementary studies. His
months ago. Just starting to sibling pulling him out of the basement and
socialize again. On welfare bringing him to live near her facilitated his entry
into treatment
Mei-Hua 25 y.o. female, Lives with, and financially Her father had an affair and left her mother when
immigrant from | supported by, her husband. Mei-Hua was 13 years old. Her mother fell into an
E. Asia Stopped her doctoral studies. irritable depression for almost two years. There
Currently attending a mental has been minimal contact with her father since
health day program then. She learned another language and obtained a
full doctoral scholarship to move to Canada.
Upon starting her graduate degree she
experienced workplace harassment in her research
unit while simultaneously planning her wedding
Leanne 24 y.o. female, Lives on her own, successfully | Is the younger of two from a family that is
moved from E. completing a graduate degree. described as solid and quiet. Left her longtime
Canada Financially independent with boyfriend to move for her graduate studies. Killed
graduate bursaries and funding | her pet at the onset of her psychotic episode
Priscilla 18 y.o. female, Lives at home, helps out in her | Has an older sibling diagnosed with a serious
parents parents’ corner store, stopped learning disability. Experienced significant online
immigrated from | college. bullying in high school when she expressed her
E. Asia attraction to her same-sex friend

*SPCA: Society for the Prevention of Cruelty to Animals
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Chapter Nine: Integrative synthesis and implications

“T'o understand just one life, you have to swallow the world"
(Rushdie, 1981, p. 109)

“The complexity, difficulty and challenge of elegant occupational therapy practice are
hidden in the mind of the occupational therapist”
(Wilding & Whiteford, 2007, p. 191)

The use of activity-based evaluations to aid in mental health case formulation and intervention
planning has long been a core aim and disciplinary specialty in psychiatric occupational therapy (Fidler &
Fidler, 1954). When these activities are expressive or projective the individual is offered an evaluative
approach where he or she can reveal their current mode of being in art media, thus showing what he or she
may not always be able to tell. The opportunity to phenomenologically understand an adolescent or young
adult’s mode-of-being through expressive telling and doing, as well as exploring what matters to them, is in
line with recovery-oriented care. The occupational therapist’s skill in administering such evaluations includes
the ability to build therapeutic rapport, ask open-ended questions, and genuinely explore the narratives and
expressive actions that are elicited in such evaluation approaches. Further, observing and interpreting the
whole of a projective session, with the ensuing clinical case formulation, requires a reflexive attention to the
interpretive traditions and frameworks at play.

In this chapter, a brief summary of this dissertation is provided for ease of readership. The main
discussion points and implications are revisited. This is followed by an exposé of further findings from within
and between the methods. This is done to support an overarching layer of integrative analysis and
implications of this series of studies as a whole. This mixed methods study was conceptualized within a
hermeneutic paradigm. As such, it highlights not just the results of each method, but also the experience of
conducting the research as well as the tensions and questions raised between the methods and results. In
particular, as the study progressed, reflexive attention to articulating pre-understanding, empathic orientation
towards the participants, as well as my widening of horizons of meaning in relation to the domain of inquiry
were central to the shape and foci of this thesis (Van Ness et al., 2011). This final chapter offers an integrative
synthesis of the doctoral project supported by findings from the entire series of methods in order to outline
the clinical and theoretical implications, the original contribution, strengths and limitations, and avenues for

future research.

9.1. Summary of dissertation

This thesis began with a personal reflection on my adolescent story of war-driven immigration. I
shared how impossible it was back then to articulate my splintered experience in words. Painting helped me
both to tell metaphorically and representationally of my needs and desire, as well as to therapeutically calm

and center me. This personal story was then linked in the first chapter to the clinical challenge of diagnosis in
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tirst episode psychosis, and the problems that youth with mental health issues may have in articulating and
naming their experience. Mental health evaluation processes were problematized in two ways: (i) the first
being how we allow patients to reveal themselves, shifting from the primacy of verbal interviews to
postulating the utility of an expressive arts-based occupational therapy assessment process; and (ii) to shift
from the objectivist idea of evaluation as ‘reading’ for illness to an intersubjective stance that acknowledges
the skill and interpretive framework of the evaluator as well as the positionality and context of the patient.

The second chapter provided a review of the literature to contextualize evaluation practices in early
psychosis programs within current policy and evidence. A biomedical approach to detecting and diagnosing
psychosis and eventual schizophrenia was contrasted with the literature on phenomenological
psychopathology and early psychosis. Phenomenological paradigms were demonstrated to be more valid in
detecting long-term schizophrenia, as well as ethically resituating personhood at the center of the clinical case
formulation. Yet, the challenges of verbal interviewing in youth mental health remained acknowledged. Thus,
the contribution of an occupational therapy activity-based projective evaluation was introduced and
proposed. The Azima Battery was designed specifically for use to aid in mental health case formulation and
foster communication with individuals experiencing psychosis. Pilot data for the predictive validity of the
Azima Battery was presented in Chapter Two, as well as a clinical narrative, to support the rationale for this
doctoral study.

The aim of this research was to investigate the criterion validity of, and explore and illustrate a
phenomenological approach to, the case formulation and process of the Azima Battery with youth aged 15-35
deemed to be experiencing the range of pre-psychotic to early in their first episode of psychosis. This was in
order to better understand the experiences of help-seeking youth, and to aid in the detection of incipient
schizophrenia, through the use of an activity-based clinical assessment that is setup in a consistent manner
with all participants. A hermeneutic mixed methods study design was described in Chapter Four. This
interpretive paradigm was chosen because (i) it aligned ethically and epistemologically with the Azima Battery,
(ii) it promoted reflexive attention to the interpretive traditions inherent in the Azima Battery case
formulation and clinical reasoning process, and (iii) it fostered an ontology of the in-between in order to
integrate findings from across methods.

In order to situate the development and interpretive tradition of projective assessments, Chapter Five
took the reader through a critical retracing of the historical roots and scientific evidence for occupational
therapy projective evaluations. The underlying theoretical issues emerging from the psychodynamic roots of
projective assessments were reviewed. Then, the sociopolitical undercurrents and shifts in psychiatric
discourse surrounding the development, rise, and fall of these assessments within North American
occupational therapy were outlined. A scoping review of the published evidence to date was presented as
mirroring this rise and fall. A critical appraisal of both history and evidence highlighted the need to shift from

a purely quantitative approach to one that acknowledged the relational core of projective evaluations, and that
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research needed to also explore the clinical reasoning of experts who currently use such evaluations in their
occupational therapy practice.

This was followed in Chapter Six by a qualitative study that elicited and explored the experiences and
opinions of nine experts in this domain of practice. The findings outlined the lived history of developing and
using expressive assessments, the challenge of maintaining this form of evaluative practice, perspectives on
how to administer, interpret, and teach the unfolding of a projective evaluation session from an occupational
therapy orientation, and expert opinions on their ongoing clinical utility. Chapter Six ended with
epistemological clarity about the tensions between the diagnostic and therapeutic aims of projective
evaluations. Guidelines for clinical education and use were provided, and future research avenues suggested.
Through this process, an argument was clearly made for the particular relevance and clinical utility of
occupational therapy projective assessments in youth mental health, for both diagnostic case formulation and
therapeutic-evaluative purposes.

In terms of the validity of case formulation, a quantitative study describing the one-year predictive
validity of the Azima Battery is found in Chapter Seven. The ability of the clinical impression of the Azima
Battery to detect a future diagnosis of schizophrenia was calculated in comparison to the psychiatrist’s initial
impression, in a sample of 62 individuals followed in early psychosis intervention programs. The positive
predictive value of the Azima Battery outperformed that of the psychiatrist’s initial diagnostic interview (94%
vs. 48%). In addition to the different epistemological frame for case formulation (i.e. phenomenological vs.
biomedical), the Azima Battery offers the opportunity to observe patterns of performance on projective tasks.
Therefore, a sequential exploratory mixed method phenomenological analysis was conducted to examine the
patterns of projective performance most distinctive for a future diagnosis of schizophrenia. The results
demonstrated that the combination of variables that describe the structure of task performance were most
distinctive for those eventually diagnosed with schizophrenia. This chapter concluded that the Azima Battery
is a valid complement to psychiatric diagnostic interviewing to more accurately detect incipient schizophrenia
in youth seeking help within early psychosis intervention services. The structure of projective performance is
key for case formulation with individuals potentially experiencing incipient schizophrenia. However, it is not a
combination of exact prescriptive signs within the structure of activity performance that accounts for the
predictive ability of the Azima Battery. Rather, the results highlighted the importance of further exploring the
interpretive clinical reasoning involved in the whole projective session.

Finally, Chapter Eight introduced a hermeneutic phenomenological approach to interpreting the
unfolding of the Azima Battery evaluation with nine youth recently admitted to an early psychosis program.
The findings illustrate an in-depth understanding of the structure and meaning of these participants’
experiences, as elicited in their narratives, actions and created objects. In terms of structure, the participant’s
tenuous ability to connect their inner experiences to the outer world was described as a wavering
intentionality. The difficulty in consistently connecting to a shared world of meaningful doing was coupled

with the experience of lived time as stuck, or frozen. This led to an inability to either act on desires, or to
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experience the sense of motion forwards even when actively engaged. Clinical ideographic illustrations of the
observations that led to these interpretations were provided. In terms of meaning, the participants all shared
their experiences of difference beyond internal pathology as related to being thrown into externally adverse
events such as difficult migration experiences, harassment, workplace abuse, childhood abuse, and other
traumas. In particular, several of the participants experienced a combination of these events in the context of
having a parent with a mental illness. The potential of clay to elicit a core acted narrative from the participants
was discussed. All the participants created a meaningful object of desire in clay, yet their narrative and gestural
accompaniments to this object revealed the expetience of not being able to engage with what matters to
them. The chapter ended with the clinical and educational implications of the findings.

The following discussion picks up where these chapters left off. The upcoming sections elaborate on
and emphasize some of the findings in the summarized chapters by linking results across methods. Further,
an attempt is made to make visible what is implied between the methods and in the translation to clinical

practice.

9.2. Who seeks help for early psychosis?

The risk of developing psychosis is greater in immigrant youth who live in areas that are experienced
as unwelcoming (Das-Munshi et al., 2012; Morgan et al., 2010). As well, urbanicity, socioeconomic status, and
personal adjustment to life events all increase the risk for transition to psychosis in UHR youth (Dragt et al.,
2011). Therefore, in addition to a mental illness, the early psychosis population is likely to already be a socially
marginalized, voiceless, or disempowered group. In spite of the prevalence of the stress-vulnerability theory
(Nuechterlein & Dawson, 1984), elite early psychosis intervention programs prioritize biomedical-disease
assumptions of illness causality and presentation (e.g. EPPIC, 1988-2014; PEPP, 2014). Yet, the question of
migration, identity, and psychosis is an unavoidable aspect of working in a city with the third largest foreign
born population in Canada (Statistics Canada, 2000). In this study, only 18% of the total quantitative sample
(N=062) was identified as being from this province, and 6% were more than third-generation Canadian who
had moved to Quebec. The remainder of the sample had parents born outside of Canada (14%) and the
majority of the youth sampled from an eatly psychosis intervention clinic between 1997-2013 were
themselves first-generation migrants (57%). This stands in contrast to phenomenological psychopathology
studies in continental Europe where the reported samples are either culturally quite homogeneous or where
migration or ethnic status are not noted (e.g. Moller, 2001; Parnas et al., 2003; Schultze-Lutter et al., 2007).
This raises a cautionary note about the cross-cultural interpretation of phenomenological psychopathology
studies.

Further, 46% of the total sample (N=62) had a known family psychiatric history, 60% reported
adverse life events during childhood, and 29% of the total sample had both a family psychiatric history and
had experienced adverse childhood events. The data herein does not allow for the examination of correlation

or causality between all these elements-as-risk factors. However, the qualitative analyses with nine participants
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highlighted how the sociocultural and relational experience of trauma and difference was inextricable from
the pathology of disconnection from a shared world. There is a need to view these ‘risk factors’ as
dynamically unfolding in the present moment, and as having ongoing lived concern to the participants. It is
worth noting that when culling through the medical records of all 62 individuals followed in early psychosis,
family psychiatric history was certainly noted in the initial psychiatric reports, but migration status and trauma
histories were inconsistently reported, or else relegated to a listing of risk factors. It was primarily in the
occupational therapy projective reports that the details and effects of trauma, migration and family difficulties
were interpreted and related to current presentation and case formulation. More importantly, in spite of the
presence of adverse childhood trauma, only six of the 62 individuals received therapy specifically tailored to
their trauma expetience.

The clinical implications are evident; particularly in an era of recovery oriented care that emphasizes
the individualization of care and the importance of culturally safe evaluations and interventions. Early
psychosis evaluation can, and should, incorporate the research conducted for the DSM-5 on culturally
informed case formulations (American Psychiatric Association, 2013). Studies have shown that incorporating
sociocultural information in mental health evaluation encounters promotes client engagement in diverse
populations (Alegria et al., 2012), as well as refining diagnostic accuracy in early psychosis case formulation
(Adeponle, Thombs, Groleau, Jarvis, & Kirmayer, 2012). What this doctoral study has demonstrated is that
the Azima Battery is both a valid and relationally safe complement to diagnostic interviewing for culturally
informed clinical case formulation. The safety experienced by participants was evidenced by the extent of
engagement and sharing during the evaluation. Early psychosis teams need to act on these case formulations
and tailor evidence-based approaches to trauma, and advocacy focused rehabilitation, for the relevant

subgroup of individuals.

9.3. Epistemology of evaluation

It is clear that a phenomenological paradigm that focuses on eliciting and analyzing the gestalt of the
structure of a youth’s experience is a more valid approach to conceptualizing early psychosis and detecting
eventual schizophrenia. Further, the space allowed to understand how the individual attributes meaning to,
and makes sense of, their unfolding life story is key to person-centered care. Chapters Five and Six traced the
tensions between the diagnostic and therapeutic functions of occupational therapy projective assessments.
Yet, it is precisely within the tension between the deductive-causation reasoning of diagnosis and the
interpretive-discernment of the particularities of lived experience that clinical utility emerges. Karl Jaspers was
a pivotal figure in phenomenological psychopathology. He, like many others, made the distinction between
epistemologies and methods for the understanding (verstehen) of experiences from within, and approaches
used to explain (erkldren) and establish causal connections from without. He goes further, towards synthesis,

and states: “In questionable cases where one or the other expression could be used interchangeably we shall
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use the term ‘omprebend’ (Begreifen)” (Jaspers, 1959/63, p. 28). The etymology of the term comprehend is ‘to
unite, to seize completely’ (Harper, 2001-2014).

Adopting a second-person perspective within a phenomenological paradigm fosters this
comprehension. A third-person perspective assumes neutrality or objectivity, in line with a quantitative
positivist stance. The first-person perspective focuses on an individual’s subjectivity, which is arguably an
unattainable point of view for knowledge creation that involves a relationship (in research or clinical
practices). The second-person perspective involves an intersubjective stance whereby both parties engage in
bridging across hotizons of meaning (Kirmayer, 2008b; Stanghellini, 2010), or in crossing sociocultural
borders (Mattingly, 2010b). From the perspective of philosophical hermeneutics, transcendence — or moving
past the limits of current understanding - occurs when horizons of meaning have been stretched or fused
between two people (Davey, 2000). The Azima Battery evaluation process promotes the possibility of the
second person mode of understanding because of its multi-modal setup, the reflexive shifting between
different forms of clinical reasoning, and the phenomenological approach to therapeutic interviewing. The
distinctions between neutral objectivity in evaluation or the artificial sole focus on a first-person narrative
ignore the interpersonal context of eliciting a story as one of an inter-view, the sharing of views (or horizons)
between two people (Kvale & Brinkmann, 2009). These perspectival issues speak to the flaws inherent in the
“uncoupling of assessment procedures and therapy... in clinical psychiatry” (Stanghellini, 2007, p. 69).

Chapter Six of this thesis argued for the centrality of complex narrative reasoning in occupational
therapy, and the ability of such reasoning to holistically bridge the artificial divide between fact-finding and
therapeutic understanding in evaluations (Finn & Tonsager, 1997). This leads to comprehension of the
individual. To support this statement, the following is summarized from my field notes during the data
collection that took place over the summer of 2013 for the quantitative portion of the study. It is
commonplace practice at the study site to tag useful parts of the medical record with a post-it note. For
example, tagging an in-depth neuropsychological report, or a well-written and typed up diagnostic interview
by a psychiatric resident who had the time to do so early in their clinical rotation. In 42 of the 62 (68%)
medical records, the Azima Battery projective report was one of the two-three tagged sheets in an individual’s
chart, revealing it’s utility in everyday clinical practice. In qualitatively examining why the projective reports
had been tagged, the following elements were only found in the occupational therapy report, or else were
charted months or years later in the individual’s medical record:

» Details of childhood trauma

» The experience of self as migrant and the inclusion of sociocultural aspects as part of the case

formulation

» Exploration of sexual intimacy, sexual experiences, and/or sexual identity

» Neuropsychiatric problems such as cognitive or learning disabilities
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» The embodied expetience of self in response to weight changes and side effects of medications.
(The presence of these were noted in nursing notes, but not explored in terms of the individual’s
lived response to them.)

» Existential concerns about what is meaningful to them, the experience-near understanding of
embodied metaphors such as “I'w fraying at the edges” ot “balancing myself between good and evil” that
are not simply relegated to symptomatology, wotties about ‘growing up’ and becoming an adult,
and the experience of becoming a “patient”

With respect to the last point, only one of 62 medical records contained a non-occupational therapy
case formulation by a nurse-psychotherapist that explicitly took into account how becoming a patient was
affecting a young woman’s presentation and actions as a patient. Thus, the clinical utility of the Azima Battery
as a phenomenological and activity-based mode of evaluation is that it reveals how the person experiences
their pathology within their wotlds (the who), as well as revealing the pathology itself (the what). This leads to
a case formulation that promotes a more holistic comprehension, which is in line with recovery-oriented care.
As Clementine said upon ending the session “well, that was cool, we covered much more stuff than with the

psychiatrist. . .can we do this again?”

9.4. Ontology of psychosis, or, what is psychosis?

Phenomenological psychopathology has argued for a changing epistemology of how it is we come to
know the entity called ‘psychosis’ by shifting from a biomedical search for discrete symptoms, to deeply
understanding the individuals structure, or mode-of-being in the world (Parnas, Sass, & Zahavi, 2011) This
doctoral study supports this argument by providing quantitative evidence for the predictive validity of the
Azima Battery in accurately diagnosing incipient schizophrenia, as one instantiation of this epistemological
shift. In addition to the importance of the accuracy of diagnostic case formulation is the potential to improve
person-centered care. Listening with a different ear, such as in hermeneutic phenomenology, coupled with
expressive activity, allows for the creation of therapeutic rapport, and a deeper understanding of the way that
the person meaningfully orients to their experience, in order to tailor treatment to the individual in their life
situation (Katz & Shotter, 1996; Stanghellini, 2007).

I would like to take the argument further, as shifting the epistemology of evaluation towards the
second person perspective also raises questions about the ontology of psychosis. That is, what is the nature of
psychosis, and more importantly, how does it emerge, and how is it recognized in the clinical encounter? I
raise this query based on the reflection that the ‘schizophrenia’ recognized within the context of the Azima
Battery is not necessarily the same as that within the psychiatrist’s initial diagnostic interview, and yet it is the
schizophrenia that has unfolded and is diagnosed a year later. How we allow our clients to speak or show of
themselves necessarily refashions what it is we see and understand to be psychosis, since this form of
attentive listening “rescuel[s] abnormal fringe phenomena that are not usually covered by standard assessment

procedures” (Stanghellini, 2007, p. 70).
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The phenomenological description and interpretation of the projective evaluation sessions as well as
statistical analysis of the patterns of expressive performance did not highlight the features currently thought
to be most salient for a biomedical diagnosis of schizophrenia. That is, hallucinatory or delusional content
(also known as positive symptoms) did not emerge as significant in either the quantitative or qualitative arms
of this research project. The negative symptoms of schizophrenia —such as lack of motivation or interest,
alogia, or flat affect — have been said to be core to a future diagnosis of schizophrenia (Rapado-Castro et al.,
2010). Yet, this finding was contradicted or re-understood in a more nuanced fashion in this project. The nine
participants interviewed herein all spoke and represented clearly their object(s) of desires and what matters to
them, therefore none of them presented with avolition. The expressive process also allowed for the
exposition of alogia (loss of a coherent thought process) as observed in the phenomenological description of
the disorganized creation of art objects, and which was significantly correlated with a final outcome of
schizophrenia in the quantitative arm. However, the arts-based tasks also permitted the circumvention of this
disorganization as the expressive process provided the participants with the opportunity to communicate
their experience clearly beyond the use of words, in gestural actions and representations in expressive media.
Finally, none of the nine participants presented with flat affect. They all spoke and shared with emotion,
particularly in relation to sad moods, as well as flickers of hope now that they were in treatment. The
centrality of the presence and affective quality of mood in incipient vs. long-term schizophrenia has been
noted as an important diagnostic marker (Schultze-Lutter et al., 2007).

The structural features of the experience of psychosis, as explored and examined in this study
sample, were either not the ones found in the DSM-5, or lent a more profound conceptualization to
‘catatonia’ or ‘disorganization’ as the experience of frozen temporality or of fragmentation (Saks, 2007). Thus,
this shifts the list of symptoms for schizophrenia in the DSM-5 to one of a list of epiphenomena that arise
from a core disturbance of the experience of ‘self” (Nelson et al., 2008). Yet, even then, care must also be
taken not to simply locate the origin of this self-disturbance within reductive neurobiological models of
selfhood, but rather, to also take into account how the social and the cultural get taken up in our
understandings of illness (Choudhury, 2009). As well, how our experience within our life worlds (of trauma,
migration, parental illness) may become written onto our brains, and vice-versa, unfold in a given set of

circumstances (Choudhury & Slaby, 2012).

9.5. Mode of evalnation: A classical occupational therapy approach to activity analysis

This project has provided evidence for the validity of the Azima Battery in mental health case
formulation with this population, as well as its acceptability and engaging nature. Nonetheless, some critical
notes are warranted. While a standard setup facilitates validation processes as well as an occupational
therapist’s learning curve, it could be disputed that for true recovery-oriented care a choice of expressive
media could be offered in order to “use assessment to develop and validate personal meaning” (Slade, 2009,

p. 12). In particular, perhaps media that would be considered more contemporary such as variations on
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graffiti paint, installation art, or collage. It is important to note that an increase in choice of media offered
improves the validity of case formulations (Hammer, 1981). Further, many different expressive assessments
exist in occupational therapy that were created for differing purposes with variations in observational and
interpretive foci or frameworks (Hemphill, 1982a). Each proposed assessment or series of media would have
to be validated for its stated clinical purpose. The historical, theoretical, and disciplinary roots of the Azima
Battery make it a unique intake evaluation tool for use with an early psychosis clientele.

In terms of structure and process of performance, all the tasks in the Azima Battery revealed
elements of the participant’s mode-of-being with psychosis. However, the demand of clay to be involved
beyond fingertips of the dominant hand in drawing, as well as its affordance for motion and three-
dimensionality, led to the emergence of a core acted narrative for each of the nine participants. If
occupational therapy is concerned with meaningful doing, then a media that can tap into the experience of
how the person orients to what is most meaningful to them is necessary. Interestingly, the original sequence
of the Azima Battery began with clay and fingerpaint, and ended with drawings (Cramer-Azima, 2012). This
followed the psychodynamic assumptions of ‘regressive’ media that then shifted into more ‘contained’ or
adult media. However, upon use, the sequence was altered to begin with drawings and end with clay and
finger paint (Cramer-Azima, 1982). This was for several occupational therapy-informed reasons: (1) To begin
with a familiar and less threatening media (paper-pencil), (2) to work up towards clay and finger paint, and
therefore to (3) to observe the progression of performance from more to less familiar tasks as well as the
individual’s response to a progression from more to less structure across the five tasks.

In terms of content, the paper-pencil tasks in the Azima Battery elicited more cognitive responses,
being a familiar media associated with study and work. In the qualitative portion of this project the content of
the drawing tasks revealed the more factual as well as negative aspects of the participant’s experiences that
were easier to talk about, such as being hospitalized, dates of events, current living situation etc. The shift to
tactile, three-dimensional clay and colorful fingerpaint opened up content about hopes, dreams and desires.
The quality of engagement as well as projective responses of an individual to the different media allows the
tailoring of further intervention planning that may focus on the use of expressive media to foster the
expression and development of a more hopeful personal narrative and positive sense of identity (Leamy et al.,
2011).

The final fingerpaint, while remaining tactile and offering colors, returned the participant to two-
dimensional creation. In this qualitative study the fingerpaint seemed to cither elicit an image of the
continuation of the theme of the object of desire elicited in clay (Mei-Hua), coping with the inability to have
this object through escape (Leanne, Tariq, Nathan, Priscilla, Behgha), or an idiosyncratic representation of
inner fragmentation (Naoko, Clementine, Dinesh). It would seem then, that indeed the sequence and the
ending tone of the evaluation session may also be of significance (Azima & Azima, 1959). In the follow-up
data obtained from their medical records, Mei-Hua did indeed return to her homeland three months after the

research session, thus obtaining what she desired most. For those who ended the session on a note of
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‘escape’, the stories are equally interesting. Leanne completed her university degree that semester, and
continued to be seen for therapy related to anxiety in leaving her home. Tariq was lost to follow-up a few
months following the research session. Nathan was unable to improve his community integration, in spite of
assertive interventions he remained primarily holed up in his apartment, unable to move out into the world.
Behgha, against his father’s wishes and with his mother’s help, moved to a college in another province.
Priscilla returned to school but with ongoing significant social challenges, she remained on the periphery. As
for the latter three who represented fragmented images in their final fingerpaint, all three continued to
experience significant psychiatric symptomatology and medical instability for several months after the

research evaluation.

9.6. Occupational therapy clinical reasoning and the speculative nature of activity performance

In this study, I used both a descriptive phenomenological approach to examine patterns of
performance as well as a hermeneutic phenomenological paradigm to interpret what emerged between
occupational therapist and participant, participant and process of creation as well as created object, and my
own response as interviewer to the creations. That is, an interpretation of the ‘how’ of emergence.
Phenomenological approaches to interpretation in clinical contexts are not only important for qualitative
research about the lived experience of health care conditions (Mattingly & Lawlor, 2000), or to further
theorizing about human occupation (Park Lala & Kinsella, 2011b), phenomenology can also further the
articulation of occupational therapy clinical reasoning. One of the objectives in this thesis was to explore and
illustrate an interpretive (or hermeneutic) phenomenological approach to the analysis of an expressive
projective evaluation session. The findings in Chapter Eight speak to the utility of such a methodology not
just in research, but also as a form of clinical reasoning in its own right, to deeply understand a given person’s
experience and, therefore, tailor intervention. Thus, thinking interpretively or hermeneutically is a skill that
could be fostered for clinical practice and not just research applications. This is supported by empirical and
theoretical work on the variety of forms of expert clinical reasoning that are interpretive rather than deductive
in nature, and links back to the early study in projective assessments whereby ‘intuitive’ evaluators were more
accurate in their case formulations than ‘cognitive-deductive’ ones (Schmidt & McGowan, 1959).

In contemporary critical work on clinical reasoning, clinical ‘intuition’ is framed within a
phenomenological paradigm, whereby the tacit and embodied knowledge (or praxis) of an expert has widened
their capacity to ‘grasp’ the whole pattern rapidly (Braude, 2013). Clinical reasoning in occupational therapy
has also been examined at the intersection of phenomenology and anthropology (Mattingly, 2010a). This
allowed the conceptualization and articulation of the skills involved in ‘narrative reasoning’ that are honed to
understand the motives and dreams of individuals and their families within their sociocultural and health care
situations (Mattingly, 1998b). These interpretive forms of clinical reasoning sustain an ‘art of practice’ focused
on the relational, the contextual, and on the experience of what may be meaningful (Peloquin, 1989;

Weinstein, 1998).
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Philosophical hermeneutics speaks of the ‘speculative’ nature of interpretive understanding (Davey,
2000), and, therefore, the risky nature of interpreting expressive activity. The disempowering effect, for
example, of psychoanalytic psychodynamic interpretations of projective assessments was described in
Chapters Five and Six. The qualitative hermeneutic finding about the expressive utility of clay stands in
contrast to the quantitative finding that perceptual difficulties in the structure of the clay may be distinctive
for a final diagnosis of schizophrenia, as well as other psychodynamic studies that note the failure of
individuals with schizophrenia to be able to work at first in clay (Foster, 1997). Yet, as one former teacher,
Sandra Everitt, always said: “OT is not about what you do, it’s a way of seeing”, in other words, it is the ability to see
the invisible in multiple ways. This indicates the centrality of reflexivity, defined as the active interrogation of
interpretive systems, as a skill for clinicians (McCorquodale & Kinsella, 2015; Phelan, 2011), and not just for
qualitative researchers (Finlay, 2008).

Projective activity performance is a form of speculative language that can be read hermeneutically;
that is, it opens up meanings and the possibility for empathic understanding, as well as interpretive conflicts
and the possibility for misunderstanding (Ricoeur, 1974). Occupational therapy and occupational science can
certainly benefit from phenomenology and hermeneutics as a way of seeing and understanding the orientation
of meaning doing, being, becoming and belonging for a particular individual (Fidler & Fidler, 1978; Hammell,
2013; Park Lala & Kinsella, 2011b; Wilcock, 1998). This is especially so if as one expert is quoted as saying in
Chapter Six, there still isn’t a “shared langnage” for occupational therapy projective assessments. As this study
progressed, I became more attuned to the various ways in which we search for and categorize an experience
as ‘psychotic’ from medical, phenomenological, and occupational dysfunction perspectives. Different
templates for deductively analyzing occupational performance, such as checklists of dimensions of activity
analysis, do point towards dysfunction. But, they also foreclose — or need to be balanced with — attention to
the particularities of lived experience. These are two different modes of reasoning (Bruner, 1986). As a
therapist, I was concerned with the following: The intentional arc is defined as both (1) an orientation
towards a specific meaningful constellation of being-doing beyond the confines of one’s interior landscape or
‘inscape’ (Lanham, 2002), and (2) as the ability to connect to this constellation in a shared world. Therefore, 1
needed to be able to look for the moments and ways in which a person is called-forth beyond themselves,
otherwise I would be reifying the construct, and individual’s experience, of psychosis-as-disconnection. I
needed to be able to see when they are able to connect, to what, and how. That is, their own particular
becoming or ontological moments of emergence. In the Azima Battery, the participants particularly revealed
this during the clay task.

Interpretively reading the unfolding of the clay creations as an acted narrative hermeneutically tied
the parts of the qualitative data into an overall whole whereby what was at stake for the participants, and their
(failed) experience of engaging with what was meaningful to them, emerged as a dynamic visual and enacted
metaphor. Priscilla very hesitantly spoke of her struggling with her sexual orientation, her parents’ over-

protective Asian values and their need for her to succeed if her older brother could not, as well as being
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bullied at school. In clay she assembled the parts of an androgynous person, barely held together, who could
not stand up after several tries. Certainly, one could critique her organizational and problem-solving skills
from one perspective. She then tried to have the figure sit. It still wouldn’t hold up. So, she leaned the figure
against the remaining large lump of clay. The figure sat, slumped forward, head lolling threatening to fall off.
Arms and legs akimbo, exactly like an unused or string-less puppet figure. Priscilla spoke of trying to go
outside (walk) into the world, and see friends, but that she wasn’t able to do this without support.

In his works of fiction, Rushdie returns over and over to the experience of migration and identity.
He locates psychosis, or fragmentation from the world and meaning, both within his characters as well as in
their worlds. In his literary explorations, he contends that "reality can have metaphorical content; that does
not make it less real" (Rushdie, 1981, p. 200). Metaphor is the shift from the literal to the figurative, where
newly invented metaphors stand as figures, or mini-stories, that invite the exploration of meaning (Ricoeur,
1977). Johnson links the use of metaphor in language to bodily experience that gives rise to these figures, that
these metaphors “contribute to the process by which our experience and our understanding (as our way of
‘having a world’) are structured in a coherent and meaningful fashion” (Johnson, 1987, p. 98). Jackson also
argues for the embodied character of metaphorical expression and asserts that metaphor reveals the social
and practical experience of doing-in-the-world (Jackson, 1983). In illness and suffering, individuals resort to
culturally-mediated bodily metaphors to express and shape their experiences (Kirmayer, 2008a). In
occupational therapy, listening to metaphor in clinical interviews (Helfrich et al., 1994), and observing
activity-as-embodied metaphor (Park, 2012), offers an avenue to deepen the understanding of a person’s
orientation to and healing in the world. In this study, the clay object represented what was desired while the
expressive process revealed a figurative way of understanding the experience of not being able to engage with
this desire. Metaphor theory - and here I am including visual metaphors in created art objects, and acted
narratives that can be read as enacted metaphors - thus has the potential to add understanding to the
‘speculative’ (Davey, 20006) and layered nature of expressive activity performance using clay. This is especially
salient when the associated story telling is about the liminality of illness (Jackson, 2009), in between a place of
wellness and the uncertainty of the future (Kirmayer, 1992; Mattingly, 2010a), where words to describe

experience, and even morte so, to “locate desire” (Mattingly, 1998a, p. 107) may not be so easy to find.

9.7. Critigue of the research project: Limitations

Due to the inextricable nature of the “interpreter-with-|her]-test” (MacFarlane & Tuddenham, 1951,
p. 51) of projective assessments, this study only examined the processes and outcomes of the naturalistic use
of the Azima Battery by one occupational therapist, this doctoral candidate. This was for both the qualitative
and quantitative portions of the project, as I had been the clinician who evaluated the whole retrospective
sample with the Azima Battery during my tenure at the MUHC’s Eatly Psychosis Intervention Centre
between 2004-2011. Thus, this study highlights my expertise and interpretive framework as opposed to a

more generalizable attempt at validation. This was echoed in the interviews of experts in Chapter Six whereby
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each expert described a different approach to the interpretation of a projective profile. That being said, this
project also emphasizes the need to examine such intersubjective processes and the clinical reasoning that
underpins activity-based evaluations. The articulation here of the validity and clinical utility of one expressive
assessment in youth mental health can also be seen as an exemplar of making visible the ‘underground
practice’ of occupational therapists (Mattingly, 1998b).

The naturalistic comparison between the Azima Battery case formulation and the psychiatrist’s initial
diagnostic impression may be criticized as not meeting a gold standard for establishing psychometric validity
of a health measurement tool (Streiner & Norman, 2008). This may certainly be true particularly since
different attending psychiatrists, who each may approach their practice from various expert and interpretive
frameworks, posed the initial psychiatric diagnosis in this study. Further, several psychiatrists may have
evaluated the help-seeking youth upon his or her entry into psychiatric services. This was addressed in the
data collection process by retaining the diagnostic impression that was posed closest in time to the date of the
Azima Battery session, and in the same service setting. The modal time between the two compared
assessments was one week. While understanding a given psychiatrist’s own interpretive framework is just as
important as that of the occupational therapist in her case formulations, this project offers ecological validity
for the potential of the Azima Battery in everyday clinical practice.

The patterns of performance described and quantified were supported by prior literature, although
no definitive pattern could be illustrated as distinctive for a final diagnosis of schizophrenia. However,
maintaining an exclusive focus on refining this type of approach may or may not have yielded more definitive
results. As described in Chapter Five, research in the discipline of psychology has been extensive yet no
definitive, statistically significant sets of performance patterns stand on their own as a series of observable or
quantifiable signs to detect a psychiatric diagnosis. As argued in section 6.6.3 of this thesis, it is necessary to
shift from an exclusive quantitative research design to qualitative and mixed approaches to further elucidate
the clinical reasoning underlying the ability of discriminant evaluators.

Another limitation is that there was no follow-up with the actual nine research participants. Follow-
up data was only obtained from their medical records, and as such only provided information form the
psychiatric perspective of what was deemed important in their trajectories. In proposing the Azima Battery as
an engaging and recovery-oriented evaluation it would have been interesting to subsequently explore the
perceptions of the participants of the evaluation session (Gunnarsson et al., 2010). Longitudinal interviewing
with the participants would also have provided further depth of understanding as well as authentication of
their constellation of meanings that were interpreted in the initial Azima Battery session.

Finally, individuals who were experiencing pre or early psychosis while homeless were not sampled in
cither the qualitative (n=9) or quantitative (N=62) parts of this study. This is a subgroup that has been under-
represented and under-serviced by early psychosis services (Herman, Susser, Jandotf, Lavelle, & Bromet,

1998; Roy, Rousseau, Fortier, & Mottard, 2013). This is important to note in relation to the validity of, and
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clinical reasoning for, the Azima Battery as the expression, structure, and meaning of the experiences of

individuals who are homeless may be markedly different from the participants in this study (Desjarlais, 1994).

9.8. Future research

This is a manuscript-based thesis and, therefore, indications for future research were outlined within
each manuscript. The reader is in particular referred to Figure 6.1 and section 6.6.3 for an overview of a
potential research program for occupational therapy projective assessments. To restate here, the validity,
utility, and clinical reasoning of specific projective assessments with particular client groups for both
diagnostic and therapeutic purposes remains an open field of inquiry. Given the new DSMS5 criteria and
potential role of occupational therapists in contributing to mental health case formulation (Ordre des
Ergothérapeutes du Quebec, 2015), the reserved act of psychiatric diagnosis in Quebec is understood in light
of necessary interdisciplinary contributions to a final diagnosis (Office of Professional Orders in Quebec,
2013), in particular in youth mental health (Ministere de la Santé et des Services Sociaux, 2005). Thus, of
political and strategic relevance for future research is the justification of the role of occupational therapists in
mental health diagnostic practices.

In eatly psychosis and phenomenological psychopathology, the centrality of culture in both
interpretation and in providing cultural safety has been highlighted. Therefore, future research refining the
findings reported herein with different subgroups of individuals experiencing early psychosis and accessing
specialized services would be important for both the quantitative and qualitative approaches used herein e.g.
those who are homeless, non-immigrants, immigrants from different backgrounds.

Of interest would also be educational research for the implications made about occupational therapy
clinical reasoning. The centrality of intuitive (Braude, 2013; Schmidt & McGowan, 1959) and narrative
(Mattingly, 1998b) clinical reasoning, potential utility of metaphor theory (Kirmayer, 2004), and the
importance of reflexive clarity about interpretive traditions (Kinsella, 2006a) have all been argued throughout
this thesis. The call for reflexivity as the active interrogation of our ways of knowing (Phelan, 2011) and
relating (McCorquodale & Kinsella, 2015) has recently become salient in a more globalized and culturally
informed approach to occupational therapy (Gerlach, 2012; Kinsella, 2012a). Reflexivity, and self-awareness
through reflective dialogue, is core to narrative reasoning (Mattingly, 1991a). At several places throughout this
thesis it has been suggested to maintain projective assessments within academic programs, as well as
providing outlines on how to teach about projective assessments. This implies two overlapping fields of
inquiry for future research: articulating phenomenologically informed clinical reasoning and skills for
reflective practice, and then translating this knowledge into successful educational strategies. The
epistemological tensions and interpretive complexity of expressive assessments are a fertile space within

occupational therapy curricula to operationalize and study these skills for clinical practice.
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9.9 Concluding statement: Strengths and contributions

This doctoral project was a predominantly qualitative-mixed study. The clinical validity and utility of
the Azima Battery in case formulation with youth recently admitted with a first episode of psychosis was
demonstrated through a critical tracing of history, evidence, expertise and a tailored multi-method study
design. The interpretations were driven by this researcher’s horizons of meaning from over a decade of
clinical experience with this patient group, ongoing dialogue with the supervisory committee and other key
figures, as well as my pre-understandings from personal experiences and literature. I have attempted to be
transparent about these throughout in order for the readers to critique, and come to their own conclusions.
Philosophical hermeneutics posits that whatever has been disclosed, or emerges, is bound to conceal other
possible interpretations or pathways to understanding. Hence, Davey’s book title ‘Unquiet Understanding’
cautions us to both find the universal in the particular as well as to remain ready to change our position with
new knowledge (Davey, 20006). At the start of this thesis, I compared the experience of conducting a mixed
methods project to one of playing ragtime piano. Popular ragtime musician Scott Joplin is rumored to have
recommended: ‘play slowly until you catch the swing’. Eight years later, the hermeneutic thrust continues with
you, the reader, interacting with this text, generating your own understanding and interpretations. The
measure of the worth of the findings will depend on your own epistemologies and ethical orientations. For
this author, the elements gained are:

(1) The design of a hermeneutic approach to mixed methods for the study of an evaluation tool provides
an original epistemological and philosophical coherency for client-centred practice, by using an
experience-near methodology to examine and refine an evaluation tool.

(2) Contribution to clinical philosophies and approaches that focus on the lived experience of the
individual in conceptualizing and evaluating health care. These include the emerging field of whole
person care in medicine (Hutchinson, 2011), the policy-mandated recovery orientation to mental
health services (Mental Health Commission of Canada, 2015), the client-centred values of
occupational therapy (Corring & Cook, 1999) and the call for cultural safety in both eatly psychosis
intervention (Ehmann et al., 2010) and in occupational therapy (Gerlach, 2012).

(3) Ongoing articulation and illustration of occupational therapy narrative-phenomenological reasoning
within the context and use of an expressive assessment in youth mental health, with ramifications for
occupational therapy and occupational science theorizing about how to understand, listen to, and see
what is meaningful for a client.

(4) Illumination of the ongoing diagnostic and predictive validity of the first standard assessment in
occupational therapy in early psychosis intervention, from the vantage point of contemporary
methodology, within a recovery-oriented landscape.

(5) Highlighting the Azima Battery’s specific clinical utility in engaging and understanding the

experiences of help-seeking immigrant youth experiencing psychosis.
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If occupation is defined as ‘meaningful doing’, then occupational therapy needs evaluations that can
both provide diagnostic information about the ‘doing’ or performance within the particularities of
unstructured or expressive tasks, as well as shared understanding about the constellations of meaning,

significant experiences, and modes-of-being that call a person into a shared world of doing.
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APPENDIX 1: PSYCHIATRIST INVITATION TO PARTICIPATE IN RECRUITMENT

Dear Dr.
Thank you for your kind email agreeing to participate in a research project exploring the use of an
occupational therapy evaluation with young adults secking help for pre/first episode psychosis. Your support
is greatly appreciated. Please find the following in this package:
» A btief description of the project, which has been approved by the McGill Institutional Review
Board for your site. The summary describes the purpose of the study, participant criteria, and referral
process.

» A form for your signature, which would be considered a signed agreement to collaborate in the
identification and recruitment of potential research participants for the doctoral research project:
“The clinical use of an expressive projective test with help-seeing youth: A mixed methods inquiry into elicited
narratives and patterns of performance”. If you choose to participate, please return the signed form to the
coordinates below.

» Several Consent to Communicate Forms for use with willing potential participants

The researcher is Hiba Zafran, doctoral candidate, under the supervision of Dr. Isabelle Gelinas (Principal
Investigator) and Dr. Bevetlea Tallant. The proposed research entails a one-time, videotaped, occupational
therapy evaluation focused on exploring the participant’s subjective experience. The research participant’s
consent would include access to their medical chart. A clinical report of the evaluation results will be shared
with you.

Thank you for your willingness to facilitate this project,
Respectfully,

Hiba Zafran, MSc., Erg.

PhD Rehabilitation Sciences candidate

School of Physical and Occupational Therapy, McGill University
Clinic: 514.934.1934 x34168

McGill: 514.398.4400 x09641

Email: hiba.zafran@mcgill.ca

1025 Ave des Pins West or 3654 Promenade Sir William Osler
Allan Memorial Institute School of Physical and
Occupational Therapy Dept: P2.168 Occupational Therapy

Hosmer House, H201
Montreal, QC Montreal, QC
H3A 1A1 H3G 1Y5
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APPENDIX 2: PSYCHIATRIST’S AGREEMENT TO PARTICIPATE

Date:

Date:

I, Dr. , am willing to aid Hiba Zafran, PhD candidate, in identifying, informing and

inviting potential participants for the project entitled: ““I'be clinical use of an expressive projective test with help-seeking
youth: A mixed methods inquiry into elicited narratives and patterns of performance”.
This includes agreement with the following:
(1) Being aware of the research inclusion criteria (attached)
(2) Using the Consent to Communicate Form with potential participants (copies and envelopes
provided)

(3) NOT informing the researcher (H. Zafran) of any diagnostic or clinical impressions of the potential
participant

Signature:

Preferred contact information:

Your collaboration is greatly valued

Any questions or clarifications can be addressed to:
Hiba Zafran or Dr. Isabelle Gelinas (Principal Investigator) at the following coordinates:

Clinic: 514.934.1934 x34168
McGill: 514.398.4400 x09641 514.398.3514

Email: hiba.zafran@mcgill.ca isabelle.gelinas@mcgill.ca
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APPENDIX 3: PROJECT SUMMARY AND CRITERIA FOR RECRUITMENT

The clinical use of an expressive projective test with help-seeking youth:
A mixed methods inquiry into elicited narratives and patterns of performance
H.Zafran, PhD Candidate

Efforts to identify and accurately diagnose youth with incipient psychosis are critical in order to
prevent the onset of disability and handicap. Research demonstrates that difficulties in self-experience and
activity performance emerge prior to the overt signs of psychosis onset. Occupational therapists can elicit a
first-person narrative of lived experience, and observe latent performance deficits, through the use of
expressive projective evaluations. This is especially useful when engaging with persons who have difficulty
communicating their experience due to their developmental stage or emergent difficulties in thinking.

The overall objective of this research study is to explore and refine the analysis and interpretation
process of the Azima Occupational Therapy Battery when used specifically with youth within the range of pre
— to — first episode of psychosis. For the consenting participant, this entails a one-time, videotaped,
occupational therapy evaluation session of approximately two hours which will take place in the occupational
therapy department of the Allan Memorial Institute. Participants will be offered a 75§ flat fee as
compensation for travel expenses. A sample of 30 is aimed for. You will be informed when the one-year
recruitment process is completed.

Inclusion criteria
All participants are expected to be comfortable in English or French, and able to provide written consent.
Help-seeking youth aged 18-25, demonstrating signs and symptoms of pre-to-first time psychosis as
determined by a psychiatrist and/or diagnosed with an as yet unremitted first episode psychosis by at least
one of the following criteria:
»  Brief Limited Intermittent Psychotic Symptoms (BLIPS) occurring for less than 1 week
» A decline in psychosocial functioning and a first-degree relative with a psychotic-spectrum diagnosis
» A decline in psychosocial functioning and several second-degtee relatives with a psychotic-spectrum
diagnosis
» Prepsychotic featutes as assessed by an appropriate psychiatric measure (e.g. a psychiatric interview,
or a rating scale such as the Clinical Assessment of At Risk Mental Status)
» Diagnosis has been made by a psychiatrist-led diagnostic interview based on DSM-IV-R criteria
Differential diagnoses may include any of the following:
Drug-induced psychosis
Psychosis Not Otherwise Specified NOS)/Not Yet Diagnosed (NYD)
Brief Psychotic Episode
Schizophreniform
First episode schizophtenia/schizo-affective
Psychotic depression
First episode mania with psychotic features
Rule out personality disorders with micro-psychotic features

SR e a0 o

Exclusion criteria
» Psychotic features secondary to a neurological process such as epilepsy, meningitis, concussion, brain
tumour or other severe traumatic brain injury or disease
In symptomatic and functional remission from psychosis
Experiencing a second or more episode of psychosis
Co-morbidity with severe intellectual handicap (IQ <70 as per psychological testing)
Persons only transitioning in the Montreal region (i.e. no local residence)
Homeless persons refusing clinical services for housing
Not comfortable speaking either English or French
Not currently followed by an attending psychiatrist

VVVVVVY
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The following is a suggested statement that could be used to explain the research project to potential
participants.

“Sometimes it is hard to explain what is wrong, what is difficult, and how or why doing regular things has become a
significant challenge. An occupational therapist at McGill University is conducting a research project looking at using a specific
occupational therapy evaluation as a way to better understand young adulls’ experiences, such as yours.”

They can then be invited to read and complete the Consent to Communicate Form to be informed
further of the project. Signing the form does not imply actual participation in the research project.

Your support of this study is greatly appreciated
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APPENDIX 4: CONSENT FOR COMMUNICATION

Name:

Telephone:

Researchers at McGill University are interested in the use of a specific occupational therapy
evaluation as a way to better understand young adults’ experiences. This would involve a one-time evaluation
session with a McGill researcher from the School of Physical and Occupational Therapy.

Signing this form only indicates a willingness to be contacted by the researcher — Hiba Zafran — who

will explain the project more fully to you. It does not mean that you have to take part in the research. You

may ask questions of the researcher and may contact her at the coordinates below. You may withdraw from

this agreement at anytime without prejudice to yourself. Your contact information will remain confidential

and anonymous.

“I agree to allow the designated researcher to call me to discuss this project more fully”

Signature:

Date:

Appropriate times to call:

Hiba Zafran, Occupational Therapist
PhD Rehabilitation Sciences candidate
McGill University Health Centre (514) 934-1934 Ext. 34168

Principal Investigator: Isabelle Gelinas, PhD., O.T. (C) (514) 398.4514
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APPENDIX 5: MEDICAL CHART DATA EXTRACTION FORM

Research CODE:
Medical Chart Number:
Date of Birth:

Attending Psychiatrist’s Primary Diagnosis at Intake (Date):

AOTB Impression (Date):

Attending Psychiatrist’s Primary Diagnosis at One Year or more (Date):

Following Info to be Obtained at INTAKE date

Prescribed medications at intake:

Documented effects of medications at intake:

Duration of Untreated Psychosis (7 applicable)

History of drug use

Legal:
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OCCUPATIONAL PROFILE

Education
Educational level:

Formal artistic training: 0 Yes
Born in Canada: 0 Yes

If Yes, parents born in Canada?
0 Yes

0 No, parent(s) were born in:

Adverse Life Events (incl Family psych Hx)

Sexuality/intimate Relationships

Living Arrangements:

0 With family members
0 Alone

0 With roommates

0 Supervised apartment
0 Group home

Source of Income (check all that apply):

0No  (if yes, include available details)
0 No

If No, born in:

Age arrived in Canada:

0 Part-time job = Number of hours / week:
0 Full-time job = Number of hours / week:

Job description:

Parents or family
On the poverty Line
Personal savings

Emploi-Quebec program

o O O O O

Student loans and bursaries
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0 Academic scholarship
0 Welfare Specify since when
0 Other

Occupations (check all that apply):

0 School part-time = Number of courses:
0 School full-time > Number of courses:

School & Program:

Mainly activities on own, spend sa lot of time at home
Main socialization is with my family

The people seen the most ate clinicians

Has friends to spend time with every week

Participates regularly in organized activities e.g. church, extended family

o O o o o ©

Participates in leisure/spotts activities regulatly

Leisure activities: (check all that apply):

0L Solitary activities

0[] Solitary sport

0L Sport with partner

0L Team sport

0L Exercise class

0L Games with family / friends
0L Faith-based organized activities
0[] School based club

0 Movies with family / friends

0Ll Movies alone

Provide a descriptive summary of the individual’s occupational outcomes upon discharge / most
recent date
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Thank_you for engaging with this work.

Hiba Zafran, PhD.
Occupational Therapist — Psychotherapist

April 9", 2016

Montreal, QC
Canada
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